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RADIATION AND SURGICAL TREATMENT OF CARCINOMA 
OF THE BODY OF THE UTERUS 


RESULTS IN ONE Cases From tor Memoria 
NEw YORK 


By Winuiam P. M.D., Max Curier, M.D., New York, N. Y. 


¥ THE analysis of this group of cases attention has been directed 
especially to two problems, first, the relationship between histologic 
structure and prognosis and, second, the comparative value of radia- 
tion and operation in the treatment of these tumors. It is the purpose 
of this investigation, therefore, to analyze the various factors which 
influence the ultimate result, and to endeavor to determine the thera- 
peutic method of choice in the treatment of each histologic type of 
fundus carcinoma. 

The tendeney to regard earcinoma of the body of the uterus as a 
single clinical and pathologie entity has been criticized by various 
investigators, a criticism which appears to be justified. Thus the 
existence of a group of eases in which the lesion is superficial and often 
cured by curettage, emphasizes the importance of recognizing this 
histologic group. The prompt recurrence of the very cellular types 
after hysterectomy, even in the early stage of the disease, is also evi- 
dence of the prognostic importance of this histologie type. The advent 
of radiation as a therapeutic measure in uterine cancer has added spe- 
cial significance to histologic strueture in relation to radiosensitivity. 
Thus, in carcinoma of the eervix it has been shown? that the anaplastic 


Note: The Editor accepts no responsibility for the views and statements of 
authors as published in their ‘‘Original Communications, ’’ 
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type (Grade IIL), which is accompanied by a very unfavorable prog. 
nosis under surgical treatment, is especially amenable to radiation 
therapy. The recognition of a small but definite group of highly un. 
differentiated tumors in the body of the uterus is, therefore, of consid- 
erable importance in order to compare their response to surgery and 
‘adiation respectively. 


In 1923, Mahle? in a study of 186 cases of fundus carcinoma treated at The 
Mayo Clinic, concluded that a definite relationship existed between histologic strue 
ture and end-result. He noted that in Grade I which was the most differentiated 
type no deaths occurred, whereas in Grade LV showing complete loss of differentia- 
tion every patient died. Lindsay? in 1927, in an analysis of cases from the 
Memorial Hospital and the New York Hospital confirmed these results. He stated 
that adenoma milignum is a much less fatal disease than adenocarcinoma, and 
concluded that embryonal carcinoma (diffuse carcinoma, Grade LV) yields better 
results by radiation than by operation. Norris and Vogt in 1924 reported 115 cases 
of carcinoma of the fundus of the uterus observed at the University of Pennsylvania 
Hospital. They concluded that the treatment of choice is panhysterectomy combined 
in selected cases with radiation. Stacy> in 1925 reported 269 cases operated upon 
at The Mayo Clinie between 1907 and 1921 and 41 cases treated by radium between 
1916 and 1921. Of the 269 cases operated upon there was a hospital mortality of 
14. Of the total number, 215 were traced, of which 108 or 50.23 per cent were liv- 
ing for more than four years. Of the 41 cases treated with radium, 10 or 31.25 
per cent lived more than three years. The author concludes that early cases of 
carcinoma of the body of the uterus are 


better treated by surgery than radium. 
It should be 


noted that the average amount of radium used was only 3,000 mg. hr. 
In 1925, Davis® reported fifty cases of fundus earcinoma from 
General Hospital. 


Massachusetts 
There were four operative deaths among 42 patients treated by 
hysterectomy. Nineteen out of 42 patients or 45 per cent were living at the end 
of three years. In 1925, Healy? reported 27 cases of fundus carcinoma treated in 
the Memorial Hospital by radium alone between 1918 and 1921. Of these, 12 or 
++ per cent were living four or more years after treatment. The author concluded 
that the evidence was not yet sufficient to justify the treatment of operable fundus 
carcinoma by irradiation alone. Regauds states that adenocarcinoma of the body 
of the uterus is essentially resistant to radiation. He advises radiation therapy 
in advanced cases, but recommends operation in the operable group. 


That the radiation treatment of fundus carcinoma has yielded more encouraging 
results in some clinics is indicated by the following reports: In 1926, Philipp and 
Gomich® reported 40 cases of carcinoma of the body of the uterus treated at the 
Gynecologic Clinie of the University of Berlin between 1913 and 1919. In all these, 
radium alone was used. Forty-five per cent of the whole group and 52.9 per cent 
of the operable cases were well at the end of five years. Heyman’s!° statisties 
from the Radiumhemmet, Stockholm, show 46 eases of fundus carcinoma treated 
with radium. Of these, 25 were operable and 21 inoperable. Of the entire 46 
patients, 20 or 43.5 per cent were living and free from symptoms after five years. 
Of the 25 operable cases, 15 or 60 per cent were living and well after five years. 
He states that a review of the statisties of other authors treating fundus carcinoma 
with radium shows that their results have not been so good as those at the Radium- 
hemmet, the percentage of five-year cures reported by others in all cases varies from 
3 to 36.2 per cent and in operable cases from 31 to 55.6 per 
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jusions can be reached as yet in regard to operable cases, but that the experience 
clusions 


of the Radiumhemmet indicates that even in these cases radiation may give at 
least as good results as operation. . 
Carcinoma of the corpus uteri occurs in several distinct histologic varieties. Al- 
though the pathologie classifications of various authors show some differences, their 
essential similarity is noteworthy. Kaufmannt! divides them into adenoma malignum, 
adenocarcinoma, papillary adenocarcinoma, solid adenocarcinoma, and adenocar- 
cinoma with squamous metaplasia. Ewing!2 follows a very similar classification, 
recognizing in addition adenomyoearcinoma and papillary adenoma malignum as 
separate histologic varieties. CullentS does not divide carcinoma of the uterus into 
definite groups. He is of the opinion that those tumors in which the papillary 
arrangement is most miarked take their origin from the surface epithelium, whereas 


Vig. 1.—Superficial, papillary adenoma malignum. Grade TI, 


those in which the gland-like arrangement predominates start first in the glands. 
Mahle’s classification of corpus carcinoma is based upon MaecCarty ’s14 standard of 
cellular differentiation. A grouping of eases according to these factors is com 
parable to Broder’s!5 classification of squamous cell epithelioma into Grades I, II, 
III, and TV. It should be noted also that the four grades of Mahle correspond 
closely to the four divisions in Ewing’s classification, namely: superficial adenoma 


malignum, malignant adenoma, adenoeareinoma, and diffuse careinoma. 


In the present study the same principles of cellular differentiation 
have been employed in the pathologie classification as were followed 
by Mahle. <A division of our cases based upon these factors results in 
a classification which is similar to those of Kaufman and Ewing. It is 
convenient to separate from the main group two histologie varieties 
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which are rare but distinct entities, namely, adenomyocarcinoma and 
adenoacanthoma. As there were no eases of the former in this mate- 
rial, this histologie variety will not be discussed here. 


Adenoacanthoma.—Shows a combination of elandular and epider- 
moid epithelium. The squamous cells may predominate over the 
glandular structure, and there may be definite pearl formation, Kaut- 
man deseribes a combination of superficial acanthoma with adeno- 
carcinoma, and believes that one has to deal with a double origin from 


superficial lining cells and from gland eells. 


Fig. 2.—Adenoma malignum. Grade II. 


Grade I. Papillary Adenoma Malignum.—tThis is a characteristic 
form in which the growth is superficial and entirely papillary. The 
papillae are low, the cells are not very atypical and there is no infiltra- 
tion. Some cases are extremely difficult to distinguish from adenoma- 
toid endometritis. It is in this histologie type that cures following 
curettage have been observed. 

Grade II. Adenoma Malignum.—Comprises those eases in which the 
uterine glands are markedly enlarged and elongated. They are often 
thrown into folds and econvolutions to form papillae. The cells are 
cuboidal or eylindrieal and are arranged in compact layers about the 
gland lumen. The nuelei are very hyperchromatic, giving to the 
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stained section a dark appearance. Mitoses are often abundant. The 
entire tumor appears to be composed of giant glands encroaching upon 
the interglandular connective tissue. The stroma is thus scant and 
adjacent glands come in direct contact. The polarity of the tissues is 
everywhere maintained. As Lindsay has emphasized, if at any point 
the cells show a tendency to form solid masses and infiltrate the 
stroma, the tumor should be classed as adenocarcinoma. 

Grade III. Adenocarcinoma.—Adenoecareinoma includes all cases in 
which the tumor forms solid masses of cells which grow in cords and 


wee 


Fig. 3.—Adenocarcinoma. Grade ITI. 


columns. There is definite loss of polarity with infiltration of the 
stroma. Signs of anaplasia are more marked than in adenoma malig- 
num. The cells are more atypical. Not infrequently portions of the 
tumor show adenoma malignum and other parts adenocarcinoma. 
These are classed as adenocarcinoma. Although the growth is more 
atypical than in adenoma malignum, the glandular arrangement is still 
maintained. 


Grade IV. Diffuse (Embryonal. Anaplastic) Carcinoma.—This group 
is characterized by a complete loss of polarity. The glandular ar- 
rangement is entirely lost. The growth is diffuse and is composed of 
small round and polyhedral cells, closely packed, growing in sheets 
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and eords. The nuelei are small and hyperchromatic and the eyto- 
plasm is seanty. There are marked signs of anaplasia. There is com. 
plete loss of differentiation. Mitoses are very abundant. The histo- 
logic strueture often closely resembles anaplastic epidermoid earei- 
noma of the cervix from which it may be difficult to distinguish 
microscopically. 

Age Incidence.—The following is the distribution of 87 cases of 


fundus carcinoma according to age: 


YEARS CASES 
Under 20 l 
"1 to 30 0) 
30 to 40 
10 to 50 16 
DO to 60 10) 
60 to 70 20 


70 to SO 


Pia! 
Fig. 4 Showing diffuse, anaplastic carcinoma Grade IV. (For gross specimen set 
Fig. 8.) 


The average age of the patients on admission was fifty-six years. 
Seventy-six out of 87 occurred between the ages of forty and seventy. 
The commonest age incidence was between fifty and sixty, 40 cases or 
16 per cent occurring during this period of life. 

Effect of Gestation —Data concerning gvestations was noted in 8) 
cases. Twenty-one patients or 25 per cent were nulliparae, Norris 
and Vogt report an incidence of 26 per cent and Lindsay 36 per cent 
oecurring in single women. 

Symptoms.—The average duration of symptoms in the entire series 
from the time of onset to time of admission was 12.75 months. The 
duration of symptoms in each histologic group is shown in the follow- 
ing list. 
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Grade I 6 months 
Grade II 19 months 
Grade III 13 months 
Grade IV 13 months 


The short duration in superficial adenoma malignum is compatible 
with the clinieal course and pathologie findings in this group. They 
undoubtedly represent early lesions of relatively short duration. The 
significance of the duration of symptoms in the other groups will be 
discussed more fully below. Vaginal bleeding is the outstanding elini- 
eal symptom, pain is infrequent and is a late manifestation of the dis- 
ease. Constitutional symptoms also occur late in the course of the 
(lisease. 


PAPILLARY ADENOMA MALIGNUM, GRADE I 


Of fourteen patients (Table 1) with lesions belonging to this histo- 
logic group, seven were treated by radiation alone and seven by com- 
bined radiation and hysterectomy. With the exception of one post- 
operative death, all are well, four to nine years after treatment. In 
two instances hysterectomy was performed for pyometra following 
primary intrauterine radiation. In several cases the uterus, removed 
after curettage and radiation, failed to show any evidence of tumor, a 
finding which has been observed and recorded by other writers. 

The evidence presented by these results confirms the already recog- 
nized fact that this phase of the disease is of favorable prognosis. It 
is important to emphasize, however, that in spite of its superficial 
character the tumor is resistant to radiation and requires an adequate 
initial treatment to control it. The favorable results obtained in these 
cases by either method of treatment establishes the importance of ree- 
ognizing this special group and separating it from the main group of 
uterine cancer. It appears from the data presented in Table I that 
radiation is as certain and reliable a method of treatment in this group 
of cases as is hysterectomy and because of its greater safety is to be 
regarded as the method of choice. These results demonstrate that 
hysterectomy may be reserved especially for those cases which are 


associated with myomas or complicated by pyometra. 
ADENOMA MALIGNUM, GRADE II 


Cases Treated by Radiation Alone—Oft 17 patients with lesions be- 
longing to this group treated by radiation alone (Table Il), 8 are alive 
and 9 died. Three patients (Cases 4, 43, and 66, Table Il) with ad- 
vanced disease, are well four to six years each. Case 4 is of special 
interest as the tumor was determined to be inoperable by exploratory 
operation. One pelvie node was removed and showed invasion by car- 
cinoma histologically. Radium emanation was inserted into the pelvic 
nodes by means of bare tubes and an intrauterine radium application 
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of 3350 me. hr. was made. The patient is well and free of disease for six 
vears. In Case 66 the uterus was as large as a grapefruit and was 
reduced to normal size by two intrauterine applications of radium, one 
vaginal application and one external treatment, totaling 15,700 me. hr. 
The patient remained well and free of disease for six years and later 
died in an accident. In Case 43 an advanced lesion invading the cervix 
was treated with two intrauterine applications of radium totaling 
6100 me. hr. and one vaginal application with the bomb of 3000 me. hr. 
(Total 9100 me. hr.) The patient is well and free of disease, four and 
one-half years. 

In direct contrast with the above three advanced cases cured by 
intensive irradiation, it is of interest to analyze four eases (Cases 5, 
19B, 89, and 93, Table IT) which were distinetly undertreated. It will 
be noted, for instance, that in Cases 5, 89, and 93 the disease was econ- 
trolled for three to five years in each instance by small doses, after 
which the disease recurred and progressed to a fatal termination. 
Judging from the ability to control the disease for three to five years 
by relatively small doses and the results in the three advanced lesions 
cured by intensive irradiation, it is logical to assume that these fail- 
ures may be attributed directly to the inadequacy of the radiation 
employed. These results, therefore, clearly indicate that if radiation 
is to be relied upon in the treatment of uterine cancer it must be deliv- 
ered in quantity adequate to control the disease. 

Cases Treated by Combined Radiation and Hysterectomy.—Of 7 pa- 
tients with adenoma malignum treated by the combined method (Table 
IIL), 6 are alive and free of disease and one has developed a recurrence. 
Two patients had coexisting myomas and two developed pyometra after 
radiation, the operation in these eases being performed for these ecompli- 
cations. There were no operative deaths. With the possible exception 
of Case 42, none of the lesions was advanced. 


TABLE IV. RESULTS OF TREATMENT IN 24 CASES OF ADENOMA MALIGNUM, GRADE II 


TREATMENT ALIVE ~ DEAD 
Radiation and hysterectomy 7 0 


Radiation alone 8 9 


Whereas, at first glanee, a comparison of the two methods of treat- 
ment as indicated in Table IV distinetly favors combined radiation 
and hysterectomy, a closer analysis of the individual eases reveals the 
importance of considering every possible factor in evaluating the mer- 
its of each. Thus it is seen that of the 24 patients only 7 were sub- 
jected to hysterectomy, whereas 17 were treated by radiation alone. 
It is clear from this that the patients in the former group were oper- 
able and consequently in an earlier stage of the disease than the latter. 
Actually there were no distinetly advanced eases in the former group 
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and at least 7 in the latter. Furthermore, an analysis of the 9 failures 
in the group treated by radiation alone shows that 4 patients had very 
advanced lesions and were treated palliatively and four others received 
inadequate treatment. Thus 8 of the 9 failures can be accounted for 
either by the extent of the disease or the inadequacy of the treatment 
employed. When these failures are discounted it is quite evident that 
radiation alone compares very favorably with combined radiation and 
hysterectomy, as in the group of eight cases cured by radiation alone 
there are 3 in which the disease was advanced and inoperable, whereas 
in the seven treated by the combined method there were no advanced 
cases, all are alive but there is one with reeurrence. 


ADENOCARCINOMA, GRADE III 


Cases Treated by Radiation Alone.—Twenty-five patients with adeno- 
carcinoma of the uterus were treated by radiation alone (Table V 
whereas only 8 were treated by radiation and hysterectomy. A com- 
parison of these figures indicates that there must have been some fae- 
tor which determined this unequal distribution as to method of treat- 
ment. An analysis of Table V promptly shows that the explanation 
for this is the high proportion of advanced cases in this group, only a 
small proportion being operable on admission. Twelve of the 25 pa- 
tients are known to have had unquestionably advanced lesions, Of 
those, three were designated as ‘‘palliative,’’ and three were deter- 
mined to be inoperable at exploratory celiotomy. Several other cases 
which were probably advanced have not been so designated so that the 
48 per cent is a minimum estimate of the proportion of advanced cases 
in this group. Of the 22 failures, at least 12 may be attributed to this 
factor alone. One patient died of diabetes, one of bronchopneumonia, 
and four were undertreated. Table VI presents the faetors which 
may be held accountable for the results in this group of cases. 


TABLE VI. SHOWING THE INFLUENCE OF VARIOUS FACTORS IN TWENTY-TWO 
FAILURES OF ADENOCARCINOMA TREATED BY RADIATION ALONE 


NO. OF CASES 


Advanced stage of disease 12 
Inadequate radiation } 
Diabetes 
sronchopneumonia 
Pyometra 
Undetermined 2 


Three patients with adenocarcinoma of the uterus are well, five, 
seven, and seven and one-half years respectively, by radiation alone 
(Cases 18, 51, and 98). In one the extent of the disease was not 
noted, whereas in two the uterus was small and the lesions probably 
not advanced. These cures can, therefore, be attributed largely to the 
early stage of the disease. Case 18 is of special interest in that the 


duration of symptoms was two vears in spite of which the uterus was 


()- 


HEALY AND CUTLER: CARCINOMA OF THE UTERUS AT) 


small and freely movable. A reexamination of the curettings in this 
ease showed that although the structure was essentially adenoear- 
cinoma the lesion was entirely papillary. 

Cases Treated by Combined Radiation and Hysterectomy —Of 8 pa- 
tients treated by the combined method, three are alive and five died 


(Table VIL). Two cases (Cases 31 and 79) do not fall strietly within 


this group as hysterectomy was performed several months before ad- 
mission and the patients were admitted with well-established recur- 
rences. Each of the other 6 patients received intrauterine radiation as 
the primary treatment followed by hysterectomy. Of the three pa- 
tients who have survived, one (Case 46), an advanced case, developed 
a recurrence of the disease six and one-half years after a moderate 
amount of radiation. Hysterectomy was performed and followed by 
local recurrence. The unfavorable results obtained in this group of 
cases, even in some of the relatively early lesions, again points to the 
vreater potential malignancy of adenocarcinoma as compared with 
adenoma malignum. A comparison of the results in the two histologic 
types by either method of treatment confirms this view. 

Whereas Table VIII seems to show a distinct advantage of the com- 
bined method (radiation and hysterectomy) over radiation alone in 
the treatment of adenocarcinoma, a closer analysis of the cases is 
essential before drawing this conclusion. It has been pointed out in 
Table VI that 18 of the 22 failures can be accounted for as follows: 
advanced stages of the disease, 12 cases; inadequate treatment, 4 cases; 
and deaths from other causes, two eases. Thus 18 of the 22 failures 
may be attributed to factors which must be discounted in comparing 
the value of the two methods of treatment. When these factors are 
considered, the results in adenocarcinoma are about equal under each 
method of treatment. 


COMPARISON IN PROGNOSIS OF ADENOMA MALIGNUM AND ADENOCARCINOMA 


Table LX shows a striking difference in the mortality of adenoma 
malignum and adenocarcinoma. Adenoearcinoma is a more fatal dis- 
ease than adenoma malignum. The results of this comparison confirm 
those of Lindsay, Mahle, and others. The probable explanation for 
this difference is indicated in Table X. 

Table X shows that whereas the average duration of symptoms is six 
months less in adenocarcinoma than in adenoma malignum, the per- 
centage of advaneed cases on admission is twice as large as in adenoma 
malignum. This would appear to demonstrate that adenocarcinoma is 
the more fatal disease because it progresses more rapidly and reaches 
an advanced stage in a higher proportion of cases in a much shorter 
interval. Adenoma malignum shows 60 per cent cures as compared 
with 18 per cent in adenocarcinoma. It is interesting that three times 
as many cures were obtained in adenoma malignum as in adeno- 
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carcinoma, whereas adenoma malignum showed half as many advanced 
ases on admission as adenocarcinoma. The relationship between stage 


of disease and prognosis is, therefore, maintained. 


TABLE VIII. RESULTS IN TREATMENT OF 33 CASES OF ADENOCARCINOMA, GRADE III 


TREATMENT ALIVE DEAD 
tadiation and Hysterectomy 3 5! 
Radiation Alone 3 99 


TABLE IX. COMPARING THE RESULTS IN ADENOMA MALIGNUM AND ADENOCARCINOMA: 
SOME TREATED BY RADIATION ALONE, OTHERS BY COMBINED METHOD 


HISTOLOGIC TYPE ALIVE DEAD 
Adenoma Malignum 15 
Adenocarcinoma 6 27 


TABLE X. COMPARING DURATION OF SYMPTOMS, STAGE OF DISEASE AND PROGNOSIS 
IN ADENOMA MALIGNUM AND ADENOCARCINOMA 


HISTOLOGIC DURATION OF PERCENTAGE OF : PER CENT 
TYPE SYMPTOMS ADVANCED CASES CURED 
Adenoma Malignum. 
Grade II 19 months oe 60 
Adenocarcinoma. 
Grade III 13 months 15 18 


Diffuse (Anaplastic) Carcinoma, Grade 1V.—This eroup comprises 12 
per cent of the entire series (Table XI). With the exception of one 
patient, nineteen years of age, there is no special significance in the 
ages. The average duration of symptoms was thirteen months. Six of 
the twelve patients had distinetly advanced lesions. In spite of this 
high proportion of advanced eases, six of the twelve are well. 

The Cured Cases.—Of the cured eases, the lesion was distinetly ad- 
vanced in two and comparatively early in four. One patient was cured 
by hysterectomy alone. One is well after excision of a pedunculated 
tumor followed by intrauterine radiation and four are well after initial 
radiation followed by hysterectomy. The two advanced cases (Cases 
15 and 72) are of special interest. One (Case 72) is well five years 
after treatment which consisted of one low voltage x-ray cycle to the 
pelvis, followed three weeks later by complete hysterectomy. The 
small amount of external radiation caused a rapid and marked diminu- 
tion in the size of the uterus and a pronounced clinical improvement. 
Microscopic examination of the uterus showed massive necrosis of 
tumor with shadows of tumor cells presenting the characteristic histo- 
logic features of a radiosensitive tumor. The other patient (Case 15) 
had a very advanced lesion, the fundus of the uterus extending 8 em. 
above the symphysis pubis. This patient remained well for five years 
under radiation alone, after which hysterectomy was performed for a 
suspected pyometra. The patient is well six years since operation and 


eleven vears sinee the initial radiation treatment. 
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These two cases illustrate the effect of even small doses of radiation 
upon this type of growth and demonstrate the value of radiation alone 
or as an adjunct to surgery in the treatment of this group of cases. 
Both patients on admission had inoperable lesions and both were ren- 
dered operable by radiation therapy. The ability to control the dis- 
ease for five years by radiation alone in Case 15 is especially note- 
worthy as the lesion was in a very advanced stage on admission. 

The Failures—An attempt to account for six failures in this group 
shows that two cases (Cases 29 and 99) were in a very advaneed stage 
of the disease on admission and were designated as palliative. They 
were treated by radiation alone and lived four months and two and 
one-half years respectively. Two other patients with advanced lesions 
were treated by hysterectomy and postoperative radiation and died 


Fig. 5.—Showing almost complete necrosis of tumor after a moderate amount of radia- 
tion. Structure shows shadow cells with nuclear remnants. Highly radiosensitive. 


five and seven months respectively after operation (Cases 28 and 95). 
In one ease (Case 22) the disease was controlled for two and one-half 
years by a relatively small amount of radiation. The lesion was not 
advanced, on admission, the uterus being small and freely movable. 
The initial treatment consisted of only 1840 me. hr. of radium applied 
in the uterine canal. The patient did not return for six months when 
a second intrauterine application of radium was performed. She re- 
fused hysterectomy. It is believed that in this case the initial treatment 
Was inadequate and that the failure is to be attributed to this factor. 
In Case 35 the uterus (Fig. 8) was somewhat enlarged by a pedunecu- 
lated, papillary mass filling the uterine cavity and projecting through 
the external os. Complete hysterectomy was done, no radiation was 
employed. Histologieally this tumor proved to be a highly cellular, 


diffuse adenocareinoma. In view of the histologie strueture it is be- 
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lieved that this failure may be justly attributable to the fact that 
radiation was not employed as a primary measure in the treatment of 
this case. Two advanced cases of the same histologic type cured by 
combined radiation and hysterectomy seem to justify this conelusion. 


as 


Fig. 6.—Gross specimen of uterus removed for pyometra five years after irradiation. 
(For histologic structure see Fig. 7.) Patient still living six years after operation. 


Fig. 7.—Diffuse, anaplastic carcinoma. Grade IV. (High power.) Highly radio- 
sensitive. (For gross specimen see Fig. 6.) 


The analysis of this group of eases leads to the conclusion that this 
type of tumor is highly radiosensitive and yields the best results by 
radiation, either alone or followed by hysterectomy. The best results 
have been obtained by the combined method of treatment using intra- 


uterine radiation as the primary measure. It is also clear that radia- 
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tion is a distinctly better palliative agent than hystereetomy in ad- 
vanced eases. It is quite obvious that the prognosis in advanced cases 
by radiation alone or by radiation followed by hysterectomy is rela- 
tively good, a fact which must be attributed to the radiosensitivity of 
the tumors. Hysterectomy alone is especially unsuitable, as is indi- 
eated by the result obtained in Case 35. The value of adequate radia- 
tion alone in the treatment of this group cannot be judged from the 
data, as all the operable eases were treated by the combined method. 
The ability to control the very advanced lesion in Case 15 for five years 
bv a moderate amount of radiation alone indicates the value of radia- 
tion in advaneed radiosensitive lesions. 


Fig. 8.—Showing pedunculated tumor of uterus, histologically diffuse anaplastic 
carcinoma. (See Fig. 4.) No pre- or postoperative radiation. Patient died eighteen 
months after hysterect my from recurrence. 


These results are especially significant when they are compared with 
the results of surgery alone in this group of cases. Thus Mahle reports 
no cures in this histologic group by surgery alone. This relationship is 
comparable with the results obtained in anaplastie carcinoma of the 
cervix by surgery and radiation respectively. Thus there exists in 
carcinoma of the fundus a small well-defined group of very malignant 
but highly radiosensitive tumors which have yielded practically no 
cures by surgical methods alone and 50 per cent eures by combined 
radiation and hysterectomy. 

Incomplete Hysterectomy with Radiation of the Cervical Stump.— 
Table XII shows the results obtained in five eases in which partial 
hysterectomy was performed under an erroneous diagnosis, usually 
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that of myoma, with subsequent radiation of the cervical stump. It 
will be noted that in four instances a positive biopsy was obtained 
from the cervical stump on admission, whereas in on case (Case 46) 
prophylactic radiation was followed by a recurrence of the disease. It 
is significant that three patients are well four and one-half, five and 
one-half, and seven and one-half years respectively. These results 
would seem to indicate that the prognosis in patients who have been 
subjected to a partial hysterectomy is not necessarily unfavorable if 
operation is promptly followed by adequate irradiation of the cervical 
stump. 


Fig. 9.—Adenoacanthoma, low power. 


Adenoacanthoma—Table XIII shows the 


results in three cases of 
adenoacanthoma. 


Two of the patients had advanced lesions and. died 
eleven and eighteen months after radiation treatment respectively. 
One patient remained well for three years under a moderate amount of 
radiation and died with metastases to the hver 


and vertebrae, as 
shown at autopsy. 


Table XIV shows the results in each histologic group, and demon- 
strates a definite relationship between structure and prognosis. Thus 
papillary adenoma malignum (Grade I) yields 98 per cent cures, aden- 
oma malignum, Grade II, 65 per cent, and adenocarcinoma, Grade III, 
only 18 per cent. Diffuse or embryonal carcinoma, Grade LV, shows 6 


cures out of 12 cases treated by initial radiation followed by hysteree- 
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tomy, a result which must be attributed essentially to the marked 
radiosensitivity of this histologie type. It will be noted that 49 out of 
100 or 49 per cent of the entire series are well over three years. Of 


these, 43 are well over four years, and 36 over five years. 


TABLE XIV. SHOWING THREE AND FIVE YEAR RESULTS IN THE VARIOUS HISTOLOGIC 
GROUPS OF FUNDUS CARCINOMA 


NO. OF ALIVE PER CENT 


Pap. ‘Adenoma Malignum (Grade I) 44 3 
Adenoma Malignumt (Grade I1) 6 3 14 65 
Adenoearcinomat (Grade IIT) 39 » x 18 
Diffuse Carcinoma (Grade LV) » 50) 
Unclassified” 9 3 66 
Total 100 13 36 


*This group comprises nine Cases in which a positive microscopic diagnosis was made 
put the histologic material was not available for grading. 

*The apparent discrepancy in the number of cases of adenoma malignum and 
adenocarcinoma in this table and previous tables is due to the fact that in this table 
we have included two cases of adenoma malignum and six cases of adenocarcinoma 
described under adenoacanthoma Table XIII, and under the section ‘Incomplete 
hysterectomy and radiation of the cervical stump’? Table XII. 


TABLE XV. SHOWING RESULTS IN FUNDUS CARCINOMA TREATED BY RADIATION 
ALONE IN MEMORIAL HOSPITAL, RADIUMHEMMET AND UNIVERSITATS 


FRAUENKLINIK, BERLIN 


OPERABLE CASES 


TOTAL NO. PER CENT PER CENT NO. OF 
PER CENT 
OF CASES OPERABLE OF ALL NO. CASES WELL 
CASES WELL WELL 
Memorial Hospital 
New York 56 1] 34 23 15 65.0 
Radiumhemmet 
Stockholm 46 54 13 95 15 60.0 
Universitiits 
Frauenklinik, Berlin 40 85 $5 34 18 53.0 
Combined Results 142 82 48 58.5 


Table XV shows the results in fundus carcinoma treated by radia- 
tion alone in the three institutions indicated. It is obvious that one of 
the most important factors in determining the percentage of cures is 
the relative proportion of early and advanced eases in each series. The 
composition of the material as to stage of disease is indicated by the 
percentage of operable cases in each group. (Memorial Hospital 41 
per cent, Radiumhemmet 54 per cent, Universitiits Frauenklinik 85 per 
cent.) The comparatively low percentage of cures in the Memorial 
Ilospital (34 per cent) as compared with 48 per cent and 45 per cent 
in the other two elinies, may therefore be accounted for by the fact 
that the cases were more advanced as indicated by the low operability, 
41 per cent compared with 54 per cent and 85 per cent in the other two 
clinics. 

The results of radiation alone in the operable cases are notably good. 
Combining the statistics of the three institutions, there are 82 operable 
cases treated by radiation alone, of which 48 or 58.5 per cent are well. 
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These results compare favorably with the best surgical statisties in 
fundus carcinoma (Mahle 61 per cent, Stacy 50.2 per cent, Davis 45 
per cent). 


CONCLUSIONS 


Cancer of the body of the uterus is most eommon between the 


ages 
of fifty and sixty, 25 per cent oecur in nulliparae. Vaginal bleeding and 
discharge are the outstanding clinical symptoms. 

After separating adenoacanthoma and adenomyoearcinoma from the 
main group, carcinoma of the fundus may be conveniently divided into 
four histologic grades, representing four degrees of potential malig. 
naney. 

Superficial papillary adenoma malignum (Grade I) comprises 14 per 
cent of the cases, and is the most benign histologie and clinical type. 
Curettage and adequate intrauterine irradiation followed promptly by 
high voltage x-ray is the treatment of choice and offers an excellent 
prognosis in this group. 

Adenoma malignum, Grade II, is intermediate in deeree of malie- 
naney between Grades I and III, and offers 65 per cent cures by radia- 
tion and combined radiation and hysterectomy. Twenty-three per cent 
of the eases had advanced lesions. The average duration of symptoms 
was nineteen months. 

Adenocarcinoma, Grade III, is a more fatal disease than adenoma 
malignum, yielding only 18 per cent cures. Forty-six per cent had 
advanced lesions on admission. The average duration of symptoms 
was thirteen months. 

Diffuse or anaplastic carcinoma, Grade IV, is the most malignant 
type and the most radiosensitive. It comprises 12 per cent of the 
entire series. Six patients, several with advanced lesions, are cured by 
‘adiation and combined radiation and hysterectomy. These results 
are highly significant when compared with operative statisties in which 
no cures in this histologic type by surgery alone have been reported. 
Hysterectomy alone is, therefore, distinctly contraindicated in this 
group. 

Adenocarcinoma is a more rapidly growing tumor than adenoma 
malignum, reaching an advanced stage in a shorter time. The differ- 
ence in prognosis may, therefore, be explained by the difference in 
degree of malignancy as indicated by rate of growth. 

With the exception of the diffuse type (Grade IV), fundus earei- 
noma is moderately radioresistant, consequently, if radiation is to be 
relied upon in the complete sterilization of these tumors it must be 
delivered in an adequate amount. 

The results obtained in each histologic group by either method of 
treatment confirm the validity of a separation based upon histologie 
structure and demonstrate the practical importance of adopting a 
suitable method of treatment to each clinical and pathologie type. 
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The prognosis in cases of fundus carcinoma by partial hysterectomy 
may be rendered favorable by prompt radiation treatment of the cer- 
vieal stump. Three out of five patients so treated have remained well 
over five years. 

Inoperable fundus carcinoma, including cases in which the operation 
offers technical difficulty, is best treated by radiation alone, the results 
to be expected depending upon the extent of the disease, the radio- 
sensitivity of the tumor and the adequacy of the radiation. In the 
highly radiosensitive type a cure in a small percentage of advanced 
eases may be expected. 

Intrauterine radiation is the method of choice in the treatment of 
papillary adenoma malignum (Grade I). In the other three histologic 
types, radiation alone and combined radiation and hysterectomy have 
vielded approximately similar results. 

The combined results in 82 eases of operable fundus carcinoma 
treated by radiation alone show 58.5 per cent cures. These results 
compare favorably with the best statistics in the surgical treatment of 
this disease and demonstrate that the prognosis of fundus carcinoma 
may be at least as good by radiation as by surgical methods. 

The decision between radiation and operation in operable fundus 
carcinoma must for the present depend upon the circumstances in each 
individual case, taking into aecount such factors as histologie type, 
technical operability, stage of disease, general or constitutional and 
local complications. 
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PREGNANCY AND TUBERCULOSIS 
by Ilarry Lee Barnes, M.D., AND Lena R. P. 
LAKE, RHODE ISLAND 


DARNES. 


HE discussion as to whether pregnaney is beneficial or harmful in 
tuberculosis and whether or not the interruption of preenaney in 
tuberculosis is warranted, has gone on for decades and still continues. 


As no one man or institution has a sufficient number of 


Cases 10 
be convineing, it was thought 


possible that a questionnaire sent to 
tubereulosis sanatoriums and hospitals might assemble material of 
value for judging of the effeet of pregnaney on tubenculosis from the 
clinical standpoint. Over 500 forms were sent out to all large and 
medium-sized sanatoriums listed in the directory of the National 
Tubereulosis Association, to large lying-in hospitals. and to leading 
obstetricians. 

The questionnaire ealled for the listing of cases with classification 
on admission and discharge, statements as to tubercle bacilli in the 
sputum, cavities, fever, weight, duration of life after pregnaney, ete. 
Altogether 535 cases of tuberculosis with pregnaney were listed from 
53 different sanatoriums and hospitals. 

Of the 535 cases reported, 436 or 81 per cent came from sanatoriums 
or hospitals for tuberculosis and the remainder came from maternity 
or general hospitals with a lying-in service, where patients were fol- 
lowed after delivery through the out-patient service. Very few cases 
came through obstetricians, several of whom wrote that they rarely 
saw these cases or that they referred them to sanatoriums. 

In many eases reported, data on all items were not given so that the 
same basic number could not be kept in all the tables and a consider- 
able percentage of cases from lying-in and general hospitals could not 
be used at all in the tables, for this reason. 

Many of the patients did not come under observation in the earlier 
months of pregnancy and many eases obviously could not be judged as 
well as though they had been under observation before, throughout 
and for a long time subsequent to pregnancy. 

Of the 324 cases in which it was stated in what month of preg- 
naney the patient first came under observation, 6 patients were ob- 
served before, as well as during, pregnancy, 33 were first seen in the 
first month, 35 in the second, 49 in the third, 52 in the fourth, 32 in the 
fifth, 39 in the sixth, 27 in the seventh, 33 in the eighth, 15 in the 
ninth, and 23 in the tenth month of pregnancy. 


*Read at the meeting of the Eastern Section of the Ameri 
tion, New Haven, Conn., Oct. 10, 1929. 
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In 364 eases in which a statement as to toxemia of pregnaney was 
made, it was said to be present in 53 or 14.5 per cent and absent in 
911 or 85.4 per eent. 

Dubois said, ‘‘If a woman threatened with phthisis marries she may 
bear the first accouchement well; a second with difficulty; a third 
never.’? This remark has been so frequently quoted that I wish to cite 
the record of a patient not merely threatened with but actually suf- 
fering from advaneed phthisis, who not only bore the third aecouche- 


ment, but the fourth and even the fifth before sueeumbing. 


Case No. 3389.—K. L., aged twenty. Single. Admitted January 31, 1917. 
Presumable duration before admission five months. Family history negative for 
tuberculosis. Examination showed dullness, bronchovesicular breathing, inereased 
voeal resonance and many medium moist rales down to the fifth rib and the sixth 
vetebral spine. The left lung showed dullness, suppressed breathing and many 
medium moist rales down to the sixth rib on the left side. Tuberele bacilli were 
found in her sputum on February 2, Mareh 28, and April 7, 1917. 

Patient was readmitted as Case No. 8236 on July 24, 1926. The physieal signs 
were much the same as on the first admission except that cavity signs were present 
at the right apex. 

The x-ray showed in the right lung, mottling throughout, being especially dense 
from the second to the fifth ribs with honeyeombing. Below the clavicle was a 
rarefied area 644 by 4 em. The left lung showed mottling throughout, being 
especially dense between the second and fifth ribs. Tubercle bacilli were found in 
the sputum in each of 6 examinations. 

She gave a history of having had 5 children in six years preceding readmission. 
One died of bronchopneumonia, and one, a seven months’ baby, lived only a short 
time after the mother’s readmission. The other 3 children were alive and well. 


This patient died in the Sanatorium August 6, 1927. 


If we compare the results obtained in the 385 patients shown in 
Table I who did not have therapeutie abortions, with the results ob- 
tained on all patients treated in sanatoriums, we find that in minimal 
cases the disease was apparently arrested, quiescent, or improved in 
78 per cent as compared to 92 per cent at the Trudeau Sanatorium in 
the years 1922-24-26-27. In the moderately advanced cases the dis- 
ease was apparently arrested, quiescent, or improved in 65 per cent as 
against 75 per cent at the Loomis Sanatorium during 1921-22. In the 
far advaneed cases there were 28 per cent apparently arrested, quies- 
cent or improved as against 44 per cent at the Loomis Sanatorium in 
1921-22. 

Accepting these figures as they stand, pregnaney prevented the im- 
provement of 14 per cent of minimal eases, 10 per cent of the moder- 
ately advanced eases and 16 per cent of the far advanced eases, as 
compared to the figures from the other sanatoriums quoted. This 
would rate pregnaney as an unfavorable factor in a small minority 
of cases. 

It is proper to say. however, that as 6 pregnant women in this series 


left the sanatorium after a short stay, for confinement, and as 14 others 
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shortened their stay after delivery, probably to care for the new baby, 
in some of the cases pregnaney prevented improvement indirectly by 
limiting treatment rather than by direct influence on the course of 
the tuberculosis. 

Finally, a small percentage of this series reported from lying-in 
hospitals probably did not get sanatorium treatment at all. Taking 
these facts into consideration it appears that these pregnant women 
obtained results fairly comparable to those obtained in nonpregnant 


patients. 


Although no attempt will be made to review the voluminous literature, yet it is 
of interest to note at this point that Prof. Forsner of Stockholm in his report of 
341 tuberculous pregnant women, found that 86 per cent of first stage cases, 75 per 
cent of second stage cases, and 38 per cent of third stage cases, were either im- 
proved or stationary during one year’s observation subsequent to confinement. 

Norris and Landis found that 69 of 85 cases of tuberculosis, or 81.1 per cent 
were unchanged by pregnancy, two patients became worse and six died. 

Norris and Murphy found that 92 of 166 or 55 per cent of tuberculous patients 
were unchanged by pregnancy. 

Miss Alice M. Hill states that ‘‘A comparison of the condition of the 160 
women whose pregnancies accompanied or immediately preceded their tuberculosis 
with that of their close controls at one year and at two years after diagnosis (and 
in the ease of the pregnant women, after conception or confinement) leads to the 
conclusion that pregnancy had no appreciable bearing upon the progress of the 
tuberculous disease.’’ 


SPUTUM 


The condition on discharge of 269 pregnant women with positive 
sputum and of 113 pregnant women with negative sputum was as 
follows: 


TABLE IT 
SPUTUM APPAR. ARRESTED QUIES.- IMPR. UNIMPR. DEAD TOTAL 
Positive 10 89 62 269 
Negative 20 10 18 28 7 112 
Totals 30 38 37 90) 87 382 


lhe good results in the negative sputum eases (mortality 6.2) as 
compared to the bad results in the positive sputum gases (mortality 
29.7) conform to the general experience with nonpregnant patients. 


CAVITIES 


Cavities during pregnancy were reported in 77 or 24.8 per cent of 
the 310 full-term eases. Of the 77 cavities found in full-term cases, 63 
were found during pregnaney and 14 after delivery. Cavities were 
found in 3 or 27.2 per cent of 11 spontaneous abortions, in 12 or 27.5 
per cent of 38 therapeutic abortions, and in 15 or 30 per cent of 50 
premature labors, 
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X-RAY FINDINGS 


For fear of making the questionnaire appear too discouragingly 
laborious, x-ray findings were not asked for, but comparative findings 
during pregnancy and after delivery were furnished in 34 eases, 

Of 26 full-term cases the x-ray evidence in 15 showed improvement, 
in 3 extension, and in 8 no change. Of 3 spontaneous abortions, all 
showed improvement, of 3 therapeutic abortions 2 showed improve- 
ment and one no change, and of 2 premature labors one showed improve- 
ment and one no change. 

The questionnaire asked for a statement of the duration of life 
after pregnancy and reports of 230 cases appear in Table IIL. In 
asking reports from so many institutions, it was not thought prae- 
ticable to ask for a definite time after discharge when the condition 
of the patients should be ascertained, but many of the patients were 
reported living and well from two to nine vears after pregnancy. 


TABLE LIT. StBSEQUENT HISTORIES 


IDURATION OF LIF} 

LIVING | DEAD LIFE 

( SES I MONT > OF 

NO. PER CENT NO. PER CENT - 

THOSE WHO DIED 
Full term 195 95 18.7 100 51.2 22.3 
Spontaneous abortions 5 2 10.0 | ; 60.0 16.7 
Therapeutic abortions 6 2 3.3 | 66.6 
Premature labors 24 2 8.3 22 91.6 aa 

230 101 13.9 129 56.0 


When it is realized that 42 per cent of the full-term cases, 71 per 
cent of the spontaneous abortions, 68 per cent of the therapeutie abor- 


tions, and 73 per cent of the premature labors, were far advanced 
cases, it is easy to understand the high mortality rates. 


DEATHS 


Among 328 women, 8 or 2.1 per cent died during pregnancy. All were 
far advanced eases. One patient died in premature labor at the sixth 
month, child stillborn. One patient having tubereulous meningitis 
died at the sixth month, the child in good condition was delivered by 
postmortem cesarean section. One died in labor at full term, undeliv- 
ered. One died in labor at full term, child stillborn. The remaining 4 
patients died undelivered. Sixteen others, or 4.8 per cent died within a 
week after delivery and in 6 of these cases the babies were reported to be 
in good condition. All of these were classified as far advanced cases 
when they first came under observation. A considerable percentage 
of all far advanced eases will die within a few months whether preg- 
nant or not, and this death rate does not appear excessive. 

Of 76,059 children born in Rhode Island in the five years, 1919-1923, 


2676 or 3.5 per cent were stillborn. This slight increase in the per- 
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eentage of stillborn children of tuberculous mothers may be accounted 
for by the mothers who died in late pregnancy and labor. 

The 324 children above tabulated include those resulting from all 
pregnancies going to full term as well as all spontaneous abortions and 
premature labors in which the condition of the child at birth was 
known. In all spontaneous abortions at the fifth month or earlier the 
children were counted as dead by us unless there was a record to the 
contrary. If the 4 children who died unborn are added, we have 328 
children of which 266 or 81 per cent were normal and vigorous at 
birth. 

TABLE IV. CONDITION OF CHILDREN AT BIRTH 


BABIES PER CENT _ 
‘‘Normal’’? or ‘*Good’? 266 — 
Stillborn 22 6.7 
Premature vigorous 13 4.0 
Died within three days 10 3.0 
Subnormal vigor 7 2.1 
Other abnormalities 4 1.2 
Twins 2 0.6 
Total 324 99.6 


The condition of these children of tuberculous mothers, at birth 
does not appear to have been materially different from that of children 
of normal mothers, and lends no support to the statements of some 
writers that such children are of subnormal vigor and die soon. 

Physicians were asked to note in each case whether there was an 
increase or decrease of tuberculosis activity either during pregnancy 


or after delivery. 
TABLE V. TUBERCULOSIS ACTIVITY 


ACTIVITY NOT 


DURING PREGNANCY | AFTER DELIVERY 
INCREASE DECREASE | INCREASE DECREASE - 
NO. | OR AFTER DELIV. 
CASES PER PER so, PER PER 
CENT CENT CENT CENT CENT 
Full term 275; 80 29.01/66 240/102 37.045 16.3) 152 55.0 
Spontaneous 
abortion 11 4 36.3) 0 0.0 4 36.3| 2 18.1] 7 63.0 
Therapeutic 
abortion 31 10 39.2 l 3.2 13 «641.9; 6 19.3 13 41.9 
Premature 
labor 48 | 37 77.0) 2 41.6) 41 85.4] 4 8.3 5 10.4 
Totals 365 (131 36.0 | 69 18.6 | 160 13.8157 15.6 177 48.4 


Tuberculous patients are liable to have extensions of the infeetion 
to new areas and other things being equal, those women who earry a 
child to full term for ten months should have more extension to new 
areas and more reactivation of old lesions, than women in whom, be- 
cause of abortions, the duration of the pregnancies are reduced to 
periods of from two to five months. 
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If we combine the 11 spontaneous abortions with the 31 therapeutic 
abortions, we have 42 pregnancies which were terminated by the fifth 
month or earlier, at a time when we might hope for a favorable jn- 
fluence. Of these 42 cases, in 14 or 33.3 per cent there was an inerease 
in the activity of the tuberculosis noted during pregnaney, as com- 
pared with an increase in 29 per cent of pregnancies which went to 
full term. After the interruption of these 42 pregnancies, tuberculosis 
activity was present in 17 or 40.4 per cent as compared to 37 per cent 
in which inereased tuberculosis activity was noted after delivery in 
full-term cases. A decrease in tuberculosis activity after interruption 
of pregnaney was noted in 8 eases or 19 per cent as compared to 163 
per cent of cases in which a decrease of tuberculosis activity was noted 
in full-term eases. 

The results in 410 and 365 pregnant women shown in Tables I and 
V, respectively, lend little support to the view that emptying the 
gravid uterus in either the minimal or the far advanced eases has 
value as a remedy for pulmonary tubereulosis. Most of the favorable 
cases in this series tending toward arrest seem to have gone on to 
arrest in spite of the pregnaney and the majority of the actively pro- 
gressive cases appear to have progressed with the empty as surely as 
with the gravid uterus. 

It is difficult to see how terminating a pregnaney in far advanced 
eases with fever and cavities, can offer much hope when we know that 
in women who are not and never have been pregnant, most of these 
eases progress to death in a few months, or a year or two at the most. 

If then we follow the implications of these statistics that most of 
the minimal cases do not need interference and that most of the far 
advaneed and unfavorable types of moderately advanced cases con- 
tinue hopeless after abortion, we may consider therapeutie abortion 
as a remedy for a small minority of cases, febrile, with only a limited 
spread of the lesions to x-ray, and still curable if the reactivations or 
recent extensions could be checked. The questionnaire did not bring 
reports of such cases in sufficient number to be helpful in deciding 
this problem. 

Many observers have reported good results from therapeutie abor- 
tions. It is also true that a considerable minority of observers report 
worse results after abortion. 

Of 35 therapeutic abortions in this series, the number of patients 
running a temperature over 99.5° F. before the abortion was 12, the 
number after the abortion was 20. The number running a temperature 
over 100° F. before the abortion was 4 and the number afterward 
was 10. 

;efore abortion can be accepted as a remedy for these active febrile 


eases of tuberculosis with lesions not incurable in amount, it must be 
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shown in several hundred eases by different observers that the end- 
results after abortion are better than in similar eases allowed to go 
to full term. 

This questionnaire did not ask for data as to the influence of preg- 
naney in eausing the development of tuberculosis. As tubereulosis 
develops at all ages, it is natural that pregnancy should be blamed by 
the patients for a good part of the tuberculosis which develops in 
women of childbearing age. Probably most of the cases are merely co- 
incidental. Even if we knew the incidence of tuberculosis among preg- 
nant women as compared to nonpregnant women of the same ages, we 
could not decide the matter as to the influence of pregnaney in causing 
the development of tuberculosis because such statisties would not dif- 
ferentiate between the risks of bearing and the risks of rearing chil- 
dren. Many women while carrying one child are exhausting them- 
selves caring for another in the home. 

If we could have a series of women who bear the children but do not 
eare for them, to compare with another series of women who eare for 
children but do not bear them, we might accurately evaluate these 
dangers, and some of the women might get a very welcome relief from 
their double burden. 

The following case is one in which there is some reason to believe 
that pregnancy was a causative factor.in the development of clinical 
tuberculosis. 


Patient aged eighteen, a girl of Italian parentage with no family history of 
tuberculosis and apparently in perfect health when married, began to vomit fifteen 
days after marriage and vomited nearly every meal until the baby was born, June 30, 
1928. On marriage she weighed 146 pounds and after delivery 100 pounds. About 
April 1, 1928, she began to cough and expectorate and when I saw her seven 
months later she had far advanced disease with a cavity in each lung. It does not 
seem unreasonable to believe that a therapeutic abortion in this case might have 


saved a breakdown. Such eases are rare. 


This questionnaire did not ask for reports of cases of pregnaney in 
latent tuberculosis or in arrested cases after their discharge from the 
sanatorium. Going over our cases treated at the State Sanatorium for 
twenty-three years, it was found that of 56 patients whose sputum 
was positive and who have had children since the onset of their dis- 
ease, 18 or 31 per cent were living, while of all our tuberculous pa- 
tients eared for during the same period, including both men and 
women, and nearly a third of whom were the more favorable negative 
sputum cases, only 26.4 per cent were living. 

Of 53 patients whose sputum was negative and who are known to 
have had children, either during or since sanatorium treatment, 40 or 
75.4 per cent were living. Most of these patients had their children 
a considerable period after their discharge. These statisties seemed 
surprisingly favorable but it is not claimed that they mean that preg- 
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nancy was beneficial. It is more likely that most of the patients With 
progressive lesions avoided conception and that those who became 
pregnant did so because they had been doing well a considerable time. 

The danger of pregnaney activating latent tuberculosis has been 
greatly exaggerated. 

In patients whose sputum has never been positive and who have had 
no active symptoms within three years, the risk of pregnaney is com- 
paratively slight. 

All sanatoriums ought to care for tuberculous women during preg- 
nancy, unless this important duty is performed for the loeality by 
some other institution. Patients should be eared for in sanatoriums 
during labor rather than have the patients return home for econfine- 
ment. Once at home with a new baby, a large percentage of women 
do not return for treatment. 

If lying-in hospitals situated within a few hours journey of sana- 
toriums will care for tuberculous women during the lying-in period, 
and if the women are able to go and return to the sanatorium before 
and after confinement, this arrangement is very satisfactory. 

What is obviously needed to settle many problems relating to preg- 
naney and tuberculosis, is a few thousand cases with complete records 
as to history, physical and x-ray examinations, and end-results. The 
Sanatorium Association ought to act on Miss Hill’s excellent sugges- 
tion, by appointing a committee to prepare blanks to be filled out by 
sanatoriums for all pregnant women. Judging by the seores of 
friendly responses to my questionnaire, for all of which | wish to make 
erateful acknowledgment, valuable data could be accumulated in a 
few years. 

COM MENT 


The questionnaire did not ask whether the mothers cared for their 
babies. Probably few did so, as most sanatoriums would not keep the 
babies. It is not uncommon to know of a woman in apparent health 
being worn out by the eare of a baby, especially a sick baby. 

If a woman with active tuberculosis and possibly febrile, must give 
up sanatorium treatment, or rest treatment in the home, in order to 
eare for a baby all day and perhaps be kept awake at night, the baby 
is obviously a great danger to the mother. 

It is not the baby in the uterus but the baby in the home whieh seri- 
ously endangers the life of a woman with active tubereulosis. The 
death of the baby either before or after delivery, obviously removes 
this danger. 

SUMMARY 


The results of the questionnaire pertaining to 410 pregnant tuber- 
culous women are summarized as follows: 


1. Toxemia of pregnaney was present in 14.5 per cent. 
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2. Seventy-nine per cent of the minimal cases, 65 per cent of the 
moderately advanced cases, and 28 per cent of the far advanced cases 
improved during pregnancy. 

3. The relative frequence of improvement in the positive and nega- 
tive sputum cases corresponded closely with that of nonpregnant pa- 
tients. 

4. X-ray evidence of clearing in the lung was noted in 15 of 26 full- 
term eases in which data were available. 

5. Subsequent history reports at variable periods after confinement 
showed that 48 per cent of full-term patients, 40 per cent of pa- 
tients who had spontaneous abortions, 33 per cent of patients who had 
therapeutic abortions, and 8 per cent of patients who had premature 
labors, were living. 

6. Of 358 pregnant patients, 8 died undelivered and 3 died in labor, 
all these deaths occurring in far advanced cases. 
normal’’ or in ‘‘good condi- 
at birth and 6.7 per cent were stillborn. 


7. Of 324 children, 82 per cent were 
tion’’ 
The number showing marked tuberculosis activity after delivery 
in 42 pregnancies terminated not later than the fifth month, was 17 or 
40.4 per cent, against 37 per cent of 275 full-term cases. 

The number showing marked decreased tuberculosis activity after 
delivery in 42 pregnancies terminated not later than the fifth month, 
was 8 or 19 per cent against 45 or 16 per cent of 275 full-term cases. 

10. Of 56 ex-patients of the R. I. State Sanatorium with positive 
sputum who are known to have had children during or since sana- 
torium residence, 31 per cent were living, while of all tuberculous 
ex-patients, only 26 per cent were living. 

11. Of 53 negative sputum eases known to have had children during 


or since sanatorium treatment, 40 or 75 per cent are living. 


CONCLUSIONS 


A woman with active tuberculosis should avoid pregnancy in order 
that she may be spared the extra work and worry of a baby, and that 
the baby may be spared the risk of infection. 

The problems of tuberculosis and pregnancy need further elinical 
research, but the data obtained from this series of 410 pregnant tuber- 
culous women suggest that pregnancy in itself has a harmful influence, 
if at all, in only a small percentage of cases and that abortion being 
unnecessary in most favorable and futile in most unfavorable cases, is 
rarely beneficial to tuberculous women. 

About 81 per cent of the tuberculous women who became pregnant 
and who were not subjected to therapeutic abortion, boré normal chil- 
dren. A policy which would sacrifice all these children on the ap- 
parently slight and still unproved chance ‘of saving the mothers, is not 
easy to justify. 
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DRY LABOR* 


With AN ANALYSIS OF A SERIES OF CASES AND A Discussion 
OF THE TREATMENT 


By CHarues C. Norris, M.D., Pa. 


(Professor of Obstetrics and Gynecology, University of Pennsylvania) 


REMATURE rupture of the membranes may occur at any time dur- 
ing pregnancy. When it oceurs during the early months of gesta- 
tion it usually results in abortion, and when it takes place toward the 
end of the pregnancy, dry labor, as a rule, follows. There are on 
record the histories of a few eases in which rupture of the membranes 
has oceurred early in the gestation, and the pregnancy has, neverthe- 
less, continued to term, and resulted in the birth of a viable infant. 
In the early stages of pregnancy rupture of the membranes is less 
easily recognized than when it occurs later, at which time the amniotic 
fluid is present in larger amounts. Many of the former cases are 
probably not correctly diagnosed, and the resulting abortion is at- 
tributed to other causes. On the other hand, accidental premature 
rupture of the membranes is less likely to occur during the first few 
months of gestation, because of the protection afforded by the rela- 


tively thick muscular envelope provided by the myometrium. 


TABLE I. CAUSES OF PREMATURE RUPTURE 


Unknown 
Known or suspected 3] 
Induction of labor : 
Twins 4 
Contracted pelvis 

Heavy lifting 
Blow or fall 


Fright 3 
Toxemia 2 
Abruptio placentae 2 


THE FUNCTION OF THE AMNIOTIC FLUID AND THE STRUCTURE OF 
THE MEMBRANES 


At term the amnion has become a thin, tough membrane, which, with 
the chorion, forms a sac-wall not more than a few millimeters thick 
at its thinnest point. 

The physiologic functions of the liquor amnii are: (a) The water 
cushion serves as a protection to the fetus against trauma. (b) The 
presence of the fluid permits movements of the fetus, and thereby 
tends to prevent faulty development. Clubfoot, wryneck, and other 


*Read before the Fifth Clinical Congress of the Connecticut State Medical Society, 
at New Haven, September 18, 1929. 
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developmental defects are not uncommon in cases of oligohydramnios. 
ec) The presence of the fluid also prevents the formation of adhesions, 
which may result in intrauterine amputations, harelip, hemicephalus, 
imperfect closure of the body cavities, ete., due to the presence of 
Simonart’s bands (strands of adherent amnion). (d) The fluid pre- 
vents undue pressure on the fetal cord, (e) stabilizes the fetal tem- 
perature, and (f) renders quickening less painful to the mother. (g) 
It is a food that the fetus drinks (DeLee). (h) During labor the 
encapsulated fluid forms a wedge that facilitates dilatation of the 
cervix and prevents undue pressure upon the fetal head (in cephalie 
presentation ). (i) To some extent the membranes afford a protection 
against bacterial invasion, both of the fetus and of the uterine cavity. 
, It flushes out the lower genital tract, thus reducing the likelihood 


TABLE II. COMPLICATIONS* 


(Other than premature rupture of the membranes, malposition or disproportion) 


NO. OF CASES 

Toxemia, antepartum 28 
Syphilis 22 
Hydramnios 20 
Anemia, various c:uses 20 
Placenta previa 6 
Cardiae disease 4 
Carcinoma of the cervix 2 
Myoma uteri 2 
Pyelitis, antepartum 2 

Total 106 


*In some cases 2 or more complications were present. Thus, both of the carcinoma 
patients were anemic, and S of the toxemia patients exhibited positive Wassermann 
reactions. A corrected study shows that 60 (30 per cent) of the series were compli- 
cated. The percentage of hydramnios (9 per cent) is significant and indicates that 
this is a distinct cause for premature rupture of the membranes. The proportion of 
antepartum toxemia is also high. 
of infection. This last funetion is chiefly mechanical, although it is 
asserted that the liquor amnii is slightly bactericidal in aetion. It can 
thus readily be understood that the presence of a normal quantity of 
liquor amnii and integrity of the membranes are of vital importance 
to the well-being of both the fetus and the mother, and that premature 
rupture of the bag of waters may be followed by disastrous conse- 
quences, and at best, subjects both mother and child to increased 
hazards. 

Before considering premature rupture of the membranes it is ad- 
visable to review briefly the physiology of normal rupture. This usu- 
ally oceurs at the end of the first stage of labor, but may take place 
later. 

The amount of fluid that at first escapes following a normal rupture 
varies greatly with the quantity of fluid present in the uterus, with 
the form of presentation, and with the point of rupture. If the pre- 
senting part fits very closely, or the membranes are firmly adherent, 
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no projecting wedge or bag of waters 


is formed, 
usually protracted. 


and the labor js 
After rupture takes place, a slight interval gen. 
erally elapses during which the uterus adjusts itself to the redueed 
size of its contents, after whieh the labor, as a rule, progresses more 
rapidly. 
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Fig. 1.—Youngest patient was seventeen years of age. The oldest patient was 
forty-four years of age. There were 7S per cent of the patients between the ages of 
twenty and thirty-five years 
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Fig. 2 In this series there were two para 10 and one para 11 Sixty-one or 51 pel 
cent were primiparae. 


The cause of premature rupture cannot always be determined. In 
some cases it is clearly the result of trauma, either purposely or acei- 
dentally inflicted. This, however, accounts for only a minority of the 
eases. In the remainder, the etiology may be due to a number of con- 
ditions, such as disease of the membranes, unusual thinness or fri- 
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ability of the tissues and lack of tensile strength, or to such conditions 
as inerease intrauterine pressure, for example, the presence of twins, 
monsters, hydramnios, or unduly strong uterine contractions. 
Premature rupture of the membranes has been attributed to many 
other causes. Schulze’ believes that prematurity is a consequence, 
rather than a cause, of rupture. Bassett® found premature rupture of 
the membranes most frequent in young primiparae. This finding has 
not been confirmed by Schulze, nor has it been found to be the ease in 
our own series of cases. Pelvic contractions or moderate disproportion 
between the size of the presenting parts and the outlet probably predis- 
pose to early rupture after the onset of uterine contractions, but do 
not explain satisfactorily those cases in which rupture occurs prior 
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Fig. 3.—There were 177 cephalic presentations. Of these 62 or 32 per cent were 


posterior positions. Fourteen or 7 per cent were breech presentations, and classing 
the occiput posteriors as normal, there were 17 or 9 per cent distinctly malpresenta- 
tions in this series. In 8 cases the presentation was unrecorded in the histories. 


to the onset of pains. Disproportion and lack of engagement of the 
presenting parts may be factors in some cases. Reference has pre- 
viously been made to abnormalities in the structure of the membranes. 
In 1923 Niderhe* observed a deficiency in the connective tissue, par- 
ticularly in that of the subamniotie layer. In two cases studied by 
the writer he was unable in either to satisfy himself that such changes 
were present. In passing it may be stated that a number of sup- 
posedly normal membranes were studied histologically, and in these 
apparently quite marked differences were observed in thickness, den- 
sity, and amount of conneetive tissue. Naujokst noted various degenera- 
tive changes. Hyaline degeneration has been observed by a number 
of Investigators, including selosor.” Ileinlein® refers to changes in the 
amniotic epithelium, and Schmidt’ described an inflammation of the 
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amnion which he believed was due to an extension from a cervicitis 
or deciduitis. Inflammatory changes may, however, readily develop 
after rupture. As has been stated, various factors may be responsible 
in different cases. The subject requires further investigation, for in 
the majority of cases, with our present knowledge, the cause of pre- 
mature rupture eannot be determined. 

Fre quency. Dry labor is generally believed to occur in about 10 per 
cent of cases. In my experience, this figure is too high. Among the ward 
cases in the Hospital of the University of Pennsylvania during the last 


three vears dry labor occurred in about 7 per cent of deliveries, and 


ADVANCEMENT OF PREGNANCY AT THE TIME OF RUPTURE 
OF THE MEMBRANES 
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Fig. 4.—Of 180 cases of spontaneous rupture 30, or 17 per cent, occurred between 
the twenty-sixth and thirty-fifth weeks. While 138 or about 77 per cent took place 
between the thirty-sixth and fortieth weeks. In 16 cases the time of advancement 
was undetermined, or the rupture was due to trauma. 


among my private patients it occurred in only 5.3 per cent. An interest- 
ing unanswered question is why labor usually develops so soon after rup- 
ture of the membranes. Degeneration of the decidua, increase of the 
amount of carbon dioxide in the maternal blood, excessive distention 
of the uterus, the influence of various endocrinal substances, pressure 
of the presenting parts, and traumas are some of the factors that have 
been suggested as causing the onset of normal labor. The endocrinal 
theory, plus local irritation resulting from pressure, is perhaps the 
theory most generally accepted. Premature rupture of the membranes, 


by permitting the presenting part to exert direct pressure upon the 
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internal os, probably accounts for the fact that labor sets in soon after 
this accident. The draining off of the liquor amnii alters the shape 
and size of the uterus, and the intermittent uterine contractions force 
the presenting part directly against the internal os; this, plus gravity, 
if the patient is in the upright position, probably results in sufficient 
irritation to stimulate further and stronger uterine contractions. It is 
a well-known fact that if uterine contractions become well established, 
there is a tendency for the pains to continue until the uterus has 
emptied itself, regardless of the stage of the pregnancy. 

Meyer-Ruege® collected 15 cases from the literature in which preg- 
nancy continued for some months after rupture of the membranes, 
and DeLee, Coston,” and others have reeorded similar instances, 

Diagnosis—In true premature rupture of the membranes at or near 
term the diagnosis is usually made without difficulty. <A history of 
the eseape of the liquor amnii, which may occur in the form of a gush 
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Fig. 5.—Of these 180 patients, 34 fell in labor immediately upon rupture of the 
nembranes, and in 12 cases labor did not begin until sixty or more hours after this 
event. There were 16 case data not available upon this point. 
of fluid or as a slow draining off of the waters, is, as a rule, obtainable, 
and, indeed, this information is generally volunteered by the patient 
or her nurse. The rupture may follow a blow or other trauma, or 
may develop without apparent cause. The history, taken in conjune- 
tion with the slight diminution in the size and alteration in the shape 
and consisteney of the uterus, coupled with the faet that labor usually 
develops within a short time, is presumptive evidence that premature 
rupture of the membranes has occurred. If necessary, a vaginal ex- 
amination may be performed to confirm the diagnosis. In an other- 
Wise normal case, in which the pelvic measurements are known to be 
normal, it is best to omit the vaginal examination. If the oceasion 
demands, a rectal examination is safer; if, however, this is not satis- 
factory, a vaginal examination, made under strict aseptic technic, may 
be undertaken. It is rarely necessary to make an intracervical exami- 


nation. It is needless to state that a simple vaginal examination is less 


506 AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


likely to be followed by infection than is one in which the cervix has 
been entered. Patients in whom premature rupture of the membranes 
occurs are more prone to develop infection than are those in whom 
normal labor has taken place. Patients often believe that premature 
rupture has occurred, and this is subsequently found to be ‘incorreet. 
Involuntary evacuation of the bladder may lead the patient to mis. 
take the urinary flow for the discharge of amniotic fluid. Occasionally, 
also the rupture of the membranes occurs high up, and although some 
of the liquor amnii escapes, sufficient remains to facilitate labor. The 
so-called ball-valve action of the head in eephalie presentation often 
serves to retain at least a portion of the liquor amnii, but in these 
eases the head fills out the cervix less completely and less accurately 
than normally. As has been stated, in some eases only the chorion 
gives way and the amnion may remain intact. In my experience, sup- 
posed premature rupture of the membranes is more frequent than 
its actual occurrence. 

When the function of the membranes and amniotie fluid is consid- 
ered, the disadvantages of premature rupture can readily be understood. 
Thus the gentle and even dilatation of the cervical canal is absent, 
and with each uterine contraction the presenting part is forced di- 
reetly against the cervical opening. This causes more severe pain and 
increased friction of the child against the uterine walls and eervieal 
tissues, and tends to prolong labor. Not infrequently the cervix does not 
dilate properly and rotation may be arrested, or it may be effected less 
smoothly than under normal conditions. The cervix often beéomes 
markedly edematous. The uterine walls exert their pressure directly 
on the irregularities of the child, and constriction rings are prone to 
develop. As a result of these conditions, and of the prolonged and un- 
duly painful labor and ineffectual pains, the patient often becomes 
exhausted, discouraged, and highly nervous, and uterine atony is likely 
to ensue. The fetus may suffer from compression, and this is espe- 
cially the case in cephalic presentations, and difficulty in delivering 
the aftercoming head is likely to occur when breech presentations are 
present. Failure of rotation to take place may result in other forms 
of dystocia. Since frequent vaginal examinations may be necessary, 
and operative deliveries are more commonly required in these cases 
than in normal ones, the danger of infection is distinctly increased. 
The amniotie cavity may be infected in the early stage of labor, or 
even before its onset. That this danger is not merely theoretie has 
been demonstrated by Warnekros,’® who found that a temporary ma- 
ternal bacteriemia occurs in many eases; fortunately, however, this is 
usually of a mild type. Hellendahl"? believed that the child beeame 
infected by swallowing contaminated amniotic fluid. Slemons,'* how- 


ever, showed that the microorganisms penetrated the amnion, and 
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demonstrated their presence beneath the amniotie epithelium covering 
the placenta. Krom this point they were seen to invade the large ves- 
sels and gain aecess to the fetal circulation. Slemons gave to this 
condition the name of ‘‘placental bacteriemia,’’ and he believes that it 
explains the infections from which some of these children die either 
before delivery or oftener within a few days following. DeLee also 
asserts that intrauterine infection accounts for the death of some of 
the children born during dry labor. As a result of these and other 
conditions, premature rupture of the membranes exposes both mother 
and child to inereased hazards, and the morbidity and mortality of 
both are increased. It is also evident that premature rupture of the 
membranes is more serious for primiparae than for those in whom the 
birth canal has been dilated by previous labor. 

Treatment.—Little beyond observing the ordinary care that should be 
accorded all pregnant women can be done to prevent premature rup- 
ture. It ineludes the avoidance of trauma, straining, and heavy lift- 


TABLE III. TREATMEN’ 


METHOD OF DELIVERY NUMBER OF PATIENTS PER CENT 
Spontaneous 106 my 

¢ High 8) 
Foreeps ~ Mid 30 > ia 37 

\ Low 34 
Cesarean section 
Version 10 5 


54 per cent delivered spontaneously 
37 per cent delivered by forceps operation 
9 per cent delivered by version or section 


ing, of purgatives, and of anything that is likely to stimulate uterine 
contractions. It is hardly necessary in this day to stress the impor- 
tance of being gentle in making vaginal examinations. After rupture 
has presumably oceurred, and before labor sets in, the treatment is, 
for a time, at least, essentially expectant. It should consist of rest in 
bed, and guarding the patient against infection. A sterile vulvar pad 
should be worn, and coitus, vaginal douches, and vaginal examinations 
should be interdicted: If, at the end of twenty-four hours, labor has 
not begun, a therapeutic induction is usually indicated. In these cases 
[ often employ the Watson method. Quinine and eastor oil are gen- 
erally effective. Gellhorn and others have recorded untoward effects 
following the use of quinine. These have not been observed in any of 
my cases. Because of the special danger of infection to which these 
patients are subject, it is preferable, whenever possible, to avoid all 
vaginal examination. If the therapeutie method fails, a rectal tube or 
colpeurynter may be employed under strict aseptic precautions. In 
my hands the reetal tube has been more satisfactory than the col- 
peurynter. In 1902 Bauer (quoted by DeLee), and three years later 


— 


AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


Stowe quoted by DeLee), devised colpeuryiuters that held channels 
through which the missing amniotic fluid could be replaced by sterile 
salt solution. 

Operative procedures should be undertaken only in the presence of 
definite indications, such as extreme exhaustion and obstetric 
plications. When indicated, manual dilatation, preferably by the 
Harris method, may be employed. After labor has begun definitely 
the physician must be guided by the conditions as they arise in the 
individual ease. If the labor proceeds favorably and the case is other. 
wise a normal one, it is often possible to effect a spontaneous delivery 
without the necessity of making a vaginal examination. On the other 
hand, the progress of the labor must be watched carefully, the ae- 
coucheur bearing in mind that compression of the child may result in 
asphyxia or even in intracranial hemorrhage. These complications are 
especially prone to develop when the labor is complicated further by 


a malpresentation or a contracted pelvis. For these reasons, a partieu- 
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larly careful watch must be kept upon the fetal heart sounds. If the 
patient becomes exhausted, the administration of a sedative, such as 
morphine or chloral, will often provide sufficient rest to enable her to 
complete the delivery spontaneously, or at least to permit labor to 
progress to such a point that delivery may be effected by a low forceps 
operation. So satisfactory a result is not always obtainable, and it 
may become urgent at any time, in the interest of either the mother 
or the child, to resort to operative intervention. If rotation is arrested, 
it may become necessary to effect this, under deep anesthesia, with the 
aid of the foreeps, and, after the head has been drawn into the pelvis, 
delivery may be permitted to proceed normally or be completed by 
making traction, as seems best in the individual case. In this connee- 
tion it may be well to stress the danger of inflicting injury on the soft 
parts, or even on the child, if delivery through an undilated birth 
canal is attempted. In a few instances, under certain conditions, as 
in elderly primiparae, I have performed version. Cesarean section 


may oceasionally be justifiable. In extreme cases, where the child is 
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small and viable, vaginal hysterotomy may be the procedure of choice. 
Uterine atony may eall for pituitrin, but this is rarely indicated, and 
should never be employed when there is any doubt as to the question 
of disproportion. The administration of pituitrin may result in uterine 
rupture. If the uterine contractions threaten to become tetanie, a 
veneral anesthetic should be administered. It is well to remember 


that. in general, abnormalities in contractures are, as a rule, associated 


TaBLE TV. PosteartumM AND Morpipity (MATERNAL) * 


(Mortality, nene 


COMPLICATIONS CASES PER CENT 
Genital tract infection 16 
Pyelitis 2 
Postpartum hemorrhage = 
Retuined seeundines | 
Mastitis 2 
Enteritis 2 
Total {8 
*Avernge stay in hospital 17.2 days. 
TABLE V. DURATION OF LABOR IN 106 CASES OF SPONTANEOUS DELIVERY 
HOURS MINUTES 
Averuge duration of labor 11 37 
Shortest labor 
Longest labor 70 


Nearly 50 per cent delivered in six hours or less 
About 75 per eent delivered in twelve hours or less 


with imperfect dilatation of the cervix and often with disproportion. 
Owing to prolonged labor and other factors, postpartum hemorrhage 
is more common in dry than in normal labor, and special precautions 
to prevent this accident should be adopted, including the postpartum 
use of ergot. DeLee wisely emphasizes the importance of guarding 
against the retention of the secundines, since a sight postpartum rise 
of temperature is not rare, and one should be seeure on this point. In 
cases of dry labor it is difficult to predict the duration of the first 
stage, which is governed by so many factors. At the risk of repeti- 
tion the statement will be reiterated that the treatment of dry labor 


TABLE VI. INFANT (ALL CAUSEs) 


PER CEN'T 
Including prematurity and stillbirths 17 
Exeluding those dead upon admission 13 


TABLE INFANT Morvaniry Ar TERM) 


PER CENT 
Alive on admission, but died either during delivery 
or before leaving hospital 5. 
Dead on admission 0.0 
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should be essentially conservative, and that operative, delivery should 


t 


be reserved for those cases in which it is especially indicated, Com- 
plications are more frequent than in normal cases, and these should 
be carefully guarded against, and met by appropriate treatment as 
they arise. A dry labor is essentially a complieated labor, and can be 


treated most advantageously in a well-equipped maternity hospital 


TABLE VIII. INFANT MorTALITY (PREM 


Alive on admission, but died eithe during delivers 
or before leaving hospital ia 
Dead on admission 1.0 


TABLE IX. Cat S OF INFANT MorvTauiry 


‘UMBER OF CASES 
Deaths on admission (cause undetermined 


Intracranial hemorrhage 


g j 
Asphyxia 6 
Asphyxia with knotted cord 2 
Prematurity 
Disproportion 
Congenital eardine lesion 2 
Extraction, neck broken 


The acconipalls Ing tables and diagrams show an analysis of a series 
of dry labors about two-thirds of which are from ward and the re- 
mainder from private practice. 

Only cases of complete dry labor have been included and by that is 
meant that practically all the liquor amnii has escaped either during 
the first hour or two of the first stage of labor or prior to its onset. 

The series thus studied comprises 196 eases. The results are based 
upon the patients’ stay in the hospital 
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THE CORPUS LUTEUM AND THE MENSTRUAL CYCLE 
TOGETHER WITH THE CORRELATION BETWEEN 
MENSTRUATION AND IMPLANTATION*® 


By Cart G. Hartman, Pu.D.. BALTIMORE, Mp. 


(Fron thie Departm nt of Emb yology, Carnegie Institution of Weashinaton) 


T IS my desire to call attention to several problems whose further 

study seems likely to vield new facts underlying the eause of men- 
struation, in which it may be admitted we have advaneed very little 
sinee Aristotle. My general thesis is that ovulation and the formation 
of the corpus luteum are unessential for menstruation. I may state at 
the outset, however, that it is only with respect to this phase of the 
question that I find fault with the prevailing opinion. 


THE SEXUAL RILYTIIM IN MAN AND OTHER MAMMALS COMPARED 


Let us first consider homologous phases of the sexual cycle in man 
and the lower mammals. We can do this most expeditiously by refer- 
ring to Fig. 1. Let Column O represent the act of ovulation, except for 
lines 7 to 11, in which eyeles are thought of as oeeurring without 
ovulation. Lines 1 to 6 represent nonpregnant eyeles; lines 12 to 17, 
pregnancies. Uterine bleeding, the essential feature of menstruation 
and implantation, is represented, more or less according to intensity of 
flow, by black areas or lines. A considerable series of animals is in- 
eluded, for it is time to admit that not only do we have human repro- 
ductive processes pretty accurately mirrored in the monkey, but that 
these processes are really adumbrated in the lower mammals. It is by 
experimental studies in the monkey that the menstruation problem 
will finally be solved; but lower forms may also do their bit by show- 
ing what is essential and what is superficial; for what is phylogeneti- 
cally significant is apt to be physiologically fundamental, and what is 
species specific often amounts merely to an accidental cenogenetie 
variation imposed as an adaptation to certain limiting conditions. 

Let us begin at the eyele with which you as gynecologists are 
thoroughly familiar, the human (line 6). The sequence of events is as 
follows: near the midinterval between two menstrual periods ovulation 
usually takes plaee, the graafian follicle becomes the eorpus luteum 
and within two days assumes additional duties as an ineretory organ. 
While it develops, the endometrium, already greatly thickened, vaseu- 
lar, and sueculent at the time of ovulation, undergoes those changes in 
glands, epithelium, and stroma characteristic of the premenstrual 
(pregravid) condition. The ege dies, the corpus luteum involutes and 


*Rea ) nvitation it a meeting of the New York Obstetrical Society, October 8, 
1929 
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in due course of time, more or less predictable In cach ease hemor 
rhages take place in the subepithelial region, the funetionalis is Sloughed 


off and menstruation takes place, 
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That this is the usual Sequence of events in the human female the 
Year round is proved by a sufficient series of observations U'nfortu- 
nately, however, foo many cases that differ from this are dismissed as 
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fails to agree With preconceived notions. What could we not learn of 
normal physiology by salvage from this heap! We may reeall that 
only a few years have passed since Hitschmann and Adler reseued the 
premenstrual endometrium’? from the category of the pathologic, 
where it had the cognomen *‘endometritis.”’ More sueh reprieves are 
in store for us. 

In the monkey there is the same sequence of events (line 5). As a 
menstruating organism, the human female no longer stands alone, as 
we have known since Cuvier and, more definitely, from the work of 
Heape, van Herwerden, Halban, Corner, Allen and Joachimovits. Into 
the details of these works this is, however, not the place to enter, 

Furthermore, the metestrous bleeding in the guinea pig (Stockard 
and Papanicolaou), the lemur Tarsius (van Ilerwerden), and others 
(lines 3 and 4 of Fig. 1) show that the menstrual process has been fore 
shadowed in the lower forms. 

The time relation of ovulation (when it occurs) to menstruation 
being established, we are no longer troubled about the uterine bleeding 
in the dog, as were the gynecologists of the last century. For the biteh 
also has periodic bleeding, visible externally and still misnamed ‘‘men- 
struation.”’ That this designation is entirely erroneous is shown by its 
time relation to ovulation; it precedes and accompanies ovulation, 
henee the correct term, *‘proestrous bleeding’’ (line 1). A similar and 
quite homologous bleeding oceurs at the cotyledons of the cow (line 2). 
The final proof of the homology just expressed is, 1 think, the discov- 
ery of the intermenstrual bleeding in the monkey, which very fre- 
quently occurs in the middle of the menstrual evele (line 5). It is usu- 
ally microscopic, always less than in the dog, and is in both species a 
concomitant of the congestion accompanying the presence of a matur- 
ing follicle. It is probable that the ‘*Mittelschmerz’’ and its fre- 
quently attendant hemorrhage is the pathologically accentuated ex- 
pression of the same process in the human, Perhaps future study will 
elevate the intermenstrual bleeding in the human female from the 


rubric ‘‘pathologic’’ to the physiologic and the normal. 
MENSTRUATION WITHOUT OVULATION 


It must be conceded that the preceding sequence of events, which 
includes ovulation in the eyele, is the usual one in the human female 
and in the monkey during the breeding season. Yet ever sinee Bis- 
choff, Coste, Ritehie, Duval, Leopold, and others, human eases have 
been cited in which menstruation was found to have taken place with 
ho sign of a corpus luteum in the ovary. These are all termed ‘* patho- 
logic’’ by most authors of the day. This is a matter for gynecologists 
to settle for the human species. Let me present the findings in the 


monkey. 
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Heape in 1891 spent four months in India and colleeted many men. 
struating uteri of Semnopithecus and Maecaeus rhesus; very few of 


these were accompanied by corpora lutea. Van Herwerden made an 
analysis of 87 uteri of the Java macaque (Cereocebus) collected oy 
Banka Island. She distinguished two classes of uteri: (A) those with 
harrow mucosa, resting glands, poorly developed arterioles. 


In hone 
of these cases was there a corpus luteum; (B) uteri with swollen mu. 
cosa, secreting glands, thick-walled arterioles, all associated with eor. 
pora lutea. On the basis of these anatomie studies the author 
postulated a breeding season, in which the sexual evele is character. 
ized by ovulation, the pregravid endometrium, and a_ possibility of 
conception and implantation. These are timed for parturition in the 
dry season. Alternating with this is a nonbreeding season in whieh 
menstruation continues without ovulation. Cveles without corpora 
lutea have been deseribed by Corner in his fundamental contributions 
to the subject from 1923 on, as well as by Edgar Allen, and more re- 
cently by Joachimovits. Menstruation without ovulation is always from 
uteri of the interval type; but the point is, it is a periodie uterine 
bleeding with loss of endometrial tissue, which constitutes menstrua- 
tion. To say this is ‘‘pathologic bleeding’’ has not advaneed our 


knowledge of what causes it to be periodic ; to eall it **pseudomenstru- 
ation,’’ as R. Schroeder suggests, I am unwilling, inasmuch as I hold 


the causative agent the same in the presence or absenee of ovulation 
A NONBREEDING SEASON IN THE MONKEY 


The findings of van Herwerden referred to above is of the greatest 
theoretical interest. If it is true that for a whole season menstruation 
may go on as regularly as ever, then we must figure on the possibility 
that the physiology of the process will be worked out on the basis that 
ovulation is not essential, or in other words, the eorpus luteum has 
nothing to do with it. In view of the importance of the problem it is, 
therefore, not without interest that van Herwerden’s interpretation of 
her material is confirmed in the Carnegie Colony of Maecaeus rhesus in 
that, in our animals in captivity, there is also a breeding and a non- 
breeding season, which correspond to a nicety with the keen dedue- 
tions of van Herwerden on monkeys killed in the wild. 

Even the time of year corresponds. The breeding season in our 
colony extends from September to April. Of nineteen pregnancies 
coming to pass within the last two years (fourteen the past year), one 
conception occurred in September, two in January, two in March, one 
in April, the others all in October (2), November (7), and December 


1). The time of the vear agrees with the optimum period of coneep- 


tion for 37 births to the eredit of the monkey colonies in the National 
Zoolovical Park from 1905 to 1925. The nonbreedine season ecorre- 


sponds with the time of year in which Heape visited India and explains 


1 
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the paucity of corpora lutea encountered by him. In our colony many 
laparotomies were done, chiefly throughout the winter months. Some 
animals were found to ovulate with great regularity, although certain 
others, just as regular in menstruation, passed whole periods without 
follicular growth, to say nothing of ovulation. During the summer, 
twelve laparotomies were performed to explore the ovaries, in most 
eases on animals known to have ovulated in the winter. In eleven out 


‘ 


of the twelve cases the ovaries were ‘‘empty,’’ that is, without a sign 
of a graafian follicle or corpus luteum. The single exception had a 
large, slightly atretie follicle which was beyond capacity for growth 
and rupture. Allen opened two females in July; both of whieh had 
medium sized atretie follicles. 

As is theoretically to be expeeted, the intermenstrual bleeding is also 
practically absent during the summer months. Animals are more 
irregular, sometimes quite amenorrheic, occasionally sick in the sum- 
mer. Yet most of them go on menstruating with remarkable regularity 
as to interval, duration, and intensity of flow. 

Let us, then, faee the fact that uterine bleeding may take place 
periodically in the monkey but that without an inspection of the ova- 
ries it is impossible to tell which type obtairs in any case. Indeed we 
may concede that for a whole season menstruation may continue with- 
out ovulation. The eorpus luteum is, therefore, not essential for the 
menstrual process; it is quite possible that, while the ovary is neces- 
sary, the corpus luteum has nothing to do, directly or indireetly, with 
the monthly flow (lines 7 and 8 of Fig. 1 

Cycles without ovulation, more or less abortive, are not unknown for 
lover mammals. The adolescent rat approaches the first ‘‘heat’’ 
period by a series of abortive eyeles in a kind of crescendo toward 
complete estrus. The same is true after lactation. In the dog, 
Papanicolaou finds abortive eyeles, with bleeding, during the anestrum 
or so-called ‘‘rest period’’; and a similar finding was reported by 


Marshall for the ferret (lines 9, 10, 11). 


There are, of course, certain stubborn facts that will need a new 
explanation. Thus, for example, ovariectomy or removal of the eor- 
pora lutea at any time after the middle of the eyele, results two to six 
days later in menstruation. Is not, therefore, removal of the corpus 
luteum the cause of menstruation? It would be disastrous to the pre- 
vailing gynecologic opinion to acknowledge as much, for to do so 
would be equivalent to econeeding that menstruation may take place 
from an unprepared endometrium. E. Allen was able to produce uter- 
ine bleeding by injection of the female sex hormone in castrated mon- 
keys. Upon removal of ovaries containing follicles, or removal of the 
follicles only, Allen produced uterine hemorrhages three to six days 
after the operation. I have also four times brought on such bleeding 


five to seven days after removal of, or even merely opening a large 


of 

an 

On 

th 
le 

P. 

yr 

r- 

yf 

d 

c 


516 AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


atretic follicle. Once the experiment of opening the 


follicle failed. 
probably through healing and resumption of hyperactivity (as de. 
duced from excessive vaginal desquamation). That the effect of such 
injuries is a direct one is by no means proved; that its effect may 
obtain through a more complex mechanism causing uterine bleeding 
seems entirely reasonable. 

The function of the corpus luteum in pregnancy is another story, It 
does more than produce the ‘*decidual reaetion’’ of Loeb, which is of 
some importance to that small minority of mammalian orders having a 
decidua. The corpus luteum is necessary for gestation in the cow that 
has no decidual tissue; it is necessary, as I found, in the opossum, in 
which species there is not even a placenta! The corpus luteum has 
been made responsible for preventing the menstrual flow during preg 
naney ; vet ovariectomy at this time has not resulted in the resumption 
of menstruation. In any event, the corpus luteum in man begins to 
degenerate with the sixth month or sooner. Furthermore, lactation of 
itself is sufficient to prevent the menstrual flow even in the absence of 
corpora lutea. 


THE CORPUS LUTEUM AND TITE PREGRAVID ENDOMETRIUM 


That the pregravid condition of the endometrium is due to the cor- 
pus luteum is a reasonable deduction from observations on man and 
monkey and from well-controlled experimental work on the rabbit. A 
significant number of observations on primates have now been made to 
warrant the statement that the pregravid endometrium is associated 
with a corpus luteum in the ovary. This association being established, 
it is but natural to conelude that one is cause, the other effect. The 
argument is a good one but cannot, of course, take the place of direet 
experimentation. Perhaps we might lay down certain criteria, some- 
what after Koch’s laws, for the validity of endocrine cause and effect, 
as for example the following: 

1. A certain effect must always be associated with a given condition of 
the endocrine gland. Example: the corpus luteum has always been 
found associated with the pregravid endometrium. 

yA Abse nce Or re moval the gland prust preclude the effect. Exam- 
ples: In monkeys the interval endometrium only is found in nonovu- 
latory cycles. The ‘‘removal’’ experiment has not been done in pri- 
mates. But in rabbits we have the beautiful experiment of Ancel and 
Bouin, corroborated with complete controls by Corner, showing that 
removal of the corpora lutea eliminates the ‘luteal phase’? or the 
pseudopregnant growth of the uterus. 

3. Transplantation or substitution by extracts of the gland, must 
re place the normal action of the gland. Kxamples: Corner and Wil- 
liam Allen were able with luteal extracts to bring about pseudopreg- 


naney in mated rabbits after ablation of the corpora lutea. Halban 
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proved by transplantation that the ovary of monkeys is necessary for 
menstruation. E. Allen was able to produce uterine bleeding, but no 
pregravid cndometrium, with the female sex hormone in eastrated 
monkeys. 

4, Removal of transplant or cessation of administration of extract 
must be equivalent to (1). When Halban removed the ovarian trans- 
plant, menstruation in his monkeys ceased. 

The works quoted in the rabbit, and in a negative way in the mon- 
key, offer experimental evidence of corpus luteum influence on the 
yterus. The trend of evidence is in favor of the assumption that the 
corpus luteum produces the pregravid condition of the endometrium 
but the direct proof in man and monkey is still lacking. 


MENSTRUATION AND IMPLANTATION 


It is proposed in this section to offer some suggestions which may 
possibly help approach the menstruation problem closer, inasmuch as 
my eriticism has thus far been mostly of a destructive nature. 

I wish first to draw attention to the following correlation, which 
may have considerable significance: Human beings, the apes, and the 
old world monkeys, are the only animals which menstruate, in the 
strict sense of that term. Now these are the only forms having a pecu- 
liarly hemorrhagic type of implantation. Consider the condition in 
the human being. In the voungest stage of human development yet 
discovered, the Miller ovum (Streeter) imbedded just below the uter- 
ine epithelium, the trophoblast on all sides is just beginning to tap the 
blood vessels, but extravasations are minimal. The Kleinhans and the 
Bryee-Teacher 1 and 2, but shghtly older, are, on the other hand, 
completely surrounded by lacunae of extravasated blood. In later 
stages, as the ovum bulges into the uterine eavity, the lakes of blood 
oecupy large regions under the ovum, as in the monkey from the be- 
ginning. These lakes of blood eaused by the erosive action of the 
trophoblast (and for some distance beyond its actual contact with the 
tissues) are apparent in all of the classical descriptions of early human 
ova. <A series eolleeted by Dr. George L. Streeter, Director of this 
Laboratory, makes a striking exhibit when viewed from this new 
standpoint. In a twenty-nine day implantation of Macacus rhesus we 
find the dilated uterine glands under the implantation sites gorged 
with blood. Some of this passes into the much reduced lumen of the 


‘ 


uterus, reaches the vagina and constitutes the ‘‘placental sign’’ or as 
Dr. Streeter suggests it should be ealled, the ‘‘trophoblastie sign”’ 
lines 12 and 13 of Fig. 1). 

What significance is to be assigned to this parallelism between the 
hemorrhage of menstruation and that of implantation it is not possi- 
ble to say without much further study. It is instructive to note for the 


present that nature has reserved both to the higher primates. This is 
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a hint which we should follow. We must ascertain by histologie and 
experimental study what the two processes have in common, for ex. 
ample, as to endothelial destruction, extravasation, loss of tissue and 
their cause or causes. Perhaps causes outside the ovary or uterys 
operate with those organs in both processes. It is significant that jn 
early pregnancy the hemorrhage is not always confined to the implan- 
tation site and, conversely, it is equally significant that in some mon. 
keys menstruation takes place first and more intensely at the future 
implantation sites which are already marked out in the virginal uterus. 

Let us pursue the matter phylogenetically. It was noted above that 
the lower mammals hazily foreshadow the menstrual process in the 
metoestrous hemorrhages or the slight bleedings following pseudopreg- 
naney. In like manner we find hemorrhages into the uterine cavity or 
even into the decidua, as is well known for the rat (Long and Evans 
this holds also, as I am informed by my colleague, Dr. Wislocki, for 
the guinea pig and rabbit as well. Those who have read the contribu- 
tions of Bonnet and of Kolster on the constitution of embryotrophie 
material in the pregnant uterus know how universal, even in the 
nondeciduates, is the admixture of red blood eells. 

We need, however, not confine ourselves to the mammals. ‘‘The one 
increasing purpose’’ runs through the whole geologic epochs before 
the advent of mammals; the viviparous fishes, and perhaps also vivip- 
arous amphibia and placental lizards, have a story to tell concerning 
the behavior of red blood eells and the capillary endothelium during 
embryonic nutrition. The facts are inadequately known and the stud- 
ies seattered and isolated. It is clear, however (though authors usu- 
ally mention the fact more or less casually), that red blood cells filter 
into the lumen of the brood chamber, whether this be a dilated portion 
of the oviduct, the ovarian cavity or even the ovarian follicle modified 
for the purpose, it may even be the pouch of the male into which the 
female places the eggs (Hippocampidae), as Kolster has shown. 
Everywhere the same story: red blood cells in the brood chamber. 
Associated with this process one finds degeneration of endothelium, a 
process favoring the leakage of free blood into the pregnant organ. 

What is the meaning of this process so intimately connected with 
intrauterine gestation? The pathologist becomes alarmed at bleedings 
into any other cavity in the body. He looks for red blood cells in the 
urine, in the cerebrospinal fluid, in sputum; he makes tests for occult 
blood in the feees and bases his diagnosis on his findings. But bleeding 
into the uterine cavity during implantation has a long history. It is a 
physiologie process. So is menstruation. They must in some way be 
connected. They have points in common. What is the underlying 
cause? 

The correlation of the menstrual bleeding with the bleeding of im- 
plantation as exhibited in the higher primates; and the further wide- 
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spread association of uterine bleeding with reproduction throughout 
the vertebrate phylum (exeept perhaps the birds), leads us to suggest : 
1. That we look for an active cause of the menstrual process. 
9 That (specifically) we abandon the theory of the degeneration or 
absenee of the corpus luteum as the causative factor of the menstrual 


flow. 
3. That the causative factor be sought outside the ovary, though eo- 
operating with this organ in the maintenance of the menstrual rhythm. 
4, That the hemorrhages of menstruation and implantation be stud- 
ied as homologous processes to determine their common denominator, 
for it is more than an accident that menstruating forms should have a 
peculiarly hemorrhagic type of implantation. 


5. That we go beyond the primate series to the lower vertebrates, 


even to the cartilagenous fishes, wherever, indeed, free blood is passed 
into the brood chamber of the pregnant female, in order to glean hints 
as to the meaning of the periodie loss of blood into the womb of 


womall. 
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CARCINOMA OF THE FEMALE GENITAL TRACT 
IN CHILDHOOD 


By Arruur Morse, M.D., New Haver, Conn, 


(From the Woman’s Clinie. Yale Sehool of Vedicine) 


ALIGNANT lesions involving the vulva, vagina, uterus, or ovary 

are relatively uncommon in childhood, and when present are 
usually sarcomatous in character. Neoplasms of an epithelial origin 
affecting these organs are even less frequently encountered. It is 
the purpose of the present paper to deal with the latter type of neo- 
plasin, to review the cases reported in the literature, and to add the 
clinical and pathologie findings in a girl of ten years with an uterine 
neoplasm which we believe should be classified as a carcinoma. As far 
as possible, the original articles in the literature have been consulted, 
although since these have appeared at intervals during the past four 
decades, it is not surprising that some are less satisfactory than one 
would wish. Oceasionally this deficiency depends upon a lack of avail- 
able information; in other instances in which the lesion has been re- 
garded as a carcinoma, the accuracy of the diagnosis is debatable. 
There is, however, a small group of cases in which the neoplasm seems 
clearly to have been a carcinoma. The grave importance of these 
lesions will, | hope, justify the rather detailed clinical and pathologie 
analysis which I shall present for your consideration. 

In two instances an epithelial growth of the external genitals has 
been reported, once of the vulva and once of the vagina. Sinee I have 
been unable to consult the original article, I shall pass over the case 
of the vulval neoplasm with the comment that the growth was said to 
originate in the elitoris. 

The vaginal neoplasm oceurred in a child of eight months, who was 
operated upon by Bumm six months after the onset of vaginal bleed- 
ing, and died several weeks later of pyelitis. The tumor demonstrated 
by Aschheim at a meeting of the Berlin Obstetrical and Gynecological 
Society was the size of a hazelnut, fissured, and grayish-vellow in 
color. It extended from the anterior wall of the vagina to the anterior 
cervical lip. Microscopically, the growth proved to be an adeno- 
carcinoma which had invaded the Ivmph vessels and the interstices 
of the stroma. 

In addition to the cases just mentioned, there appear eight refer- 
ences to an epithelial neoplasm involving the cervix or body of the 
uterus. In this connection, Kermauner calls attention to the fact that 
carcinoma of the uterus rarely oecurs before the twenty-second year, 
and questions whether neoplasms of the uterus encountered in child- 
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hood are truly carcinomatous in character. He points to the wolffian 
duct as a possible source of origin of such newgrowths, and suggests 
that a more careful study might lead to their classification as mixed 
tumors of congenital origin. 

With a similar thought in mind, and in order to simplify the de- 
seription, | have arbitrarily divided these eight cases into two groups. 
In the first group, | include those of von Rosenstein, Roéssle >and 
Adams, in which the diagnosis of carcinoma is open to question, and 
those of Beljajewa and Aguinaga, concerning which the available in- 


formation Is seanty. 


The contribution by von Rosenstein, which appeared in 1883, coneerns a child 
two years of age. For three weeks previous to examination, there had been 
transitory pains upon urination and for eight days a slight elevation of temperature. 
Arising from the pelvis and extending three fingerbreadths above the umbilicus, 
was a tumor with an irregular surface, which was painful upon palpation and over 
which the percussion note was dull. The right and left inguinal glands were en- 
larged. Up to the time of death, which occurred fourteen days after admission, 
there was urinary retention, although there were no symptoms referable to the in 
testine. The autopsy revealed neoplastic masses extending outward from the right 
and from the left cornua. The latter mass was somewhat smaller, with a so‘tened 
central portion. The infravaginal cervix and the endometrium throughout were 
intact. 

A microscopic examination of the neoplasm showed a varying histologic structure. 
At some points, lying in a fine alveolar stroma between the muscle fibers, were nests 


of epithelial-like polymorphous cells, which varied in size and contained from one to 


several nuclei. At other points, closely packed together in a seanty fibrillar stroma, 
were spindle cells, having the appearance of sarcomatous elements, Although the 


diagnosis of carcinosarcoma was made, the neoplasm was thought by other authorities 
to be a spindle cell sarcoma, which in places presented an alveolar structure. 

In Rossle’s patient, ten years of age, the uterus was replaced by a tumor the 
size of a child’s head, which filled the true pelvis. Because of adhesions, the exact 
point of origin was undetermined. Upon the peritoneum, pleura, and diaphragm 
were metastatic nodules occasionally 4 em. in thickness, and in some instances 
presenting areas of softening. In the primary tumor were numerous cystic cavities 
and calcified and hemorrhagic nodules. The consistency and appearance of the eut 
surface simulated that of a carcinoma of the ovary. Microscopie examination dis 
closed spongy collections of undifferentiated embryonal cells, wholly different from 
the type of cell usually found in earecinoma of the uterus. These cells, however, 
suggested certain large cells of an ovarian exrcinoma or those of the so-ealled in- 
terstitial cell sarcoma of the testicle. 

Adams’ patient, two and one-half years of age, had for three weeks before ad- 
mission a discharge of blood from the vagina which increased progressively in 
amount and frequency. Although there was fullness of the abdomen, there was 
neither dysfunction of the bladder or of the rectum, nor complaint of pain. 

The child was well nourished, in spite of the faet that fluid and clotted blood 
Were escaping from the vagina. In the hypogastrium, situated between the bladder 
and the rectum, was a palpable tumor partly eystie in consistency. 

At laparotomy, a rounded eystie growth the size of half a tennis ball oceupied the 
rectovesical space. This neoplasm obscured the uterus but was obviously attached 
to the roof of the vagina. Upon incising the peritoneum over the tumor, a cystic 


hemorrhagic mass was found, but sinee it was densely adherent, only a portion was 
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excised. A few days after operation, there was profuse vaginal hemorrhage and 
urinary retention. The child gradually lost ground and died two months after 


operation. 

Autopsy disclosed a large growth occupying the center of the pelvic cavity. The 
neoplasm was completely covered by peritoneum, adherent anteriorly to the bladder 
and posteriorly closely connected with the rectum. While there was no evidence of 
metastasis to any of the other abdominal organs, several enlarged glands were 
found in the mesentery and in the thorax and neck. 

A sagittal section taken through the cervix and body of the uterus showed that 
the organ was largely occupied by a broken-down neoplasm made up of a network 
of supporting tissue and containing several hemorrhagie areas. Extension had taken 
place into Douglas’ culdesac and into the vagina. Tubular structures lined by 
columnar and cuboidal cells were demonstrable, although in the presence of de 
generative changes the tubular structures were absent and the cells were grouped 
irregularly. The intervening connective tissue was minimal in amount. 
garded the neoplasm as 


Ross re 
a carcinoma arising in the glandular epithelium of the 
body of the uterus. This diagnosis was disputed by the Pathology Committee of the 
Royal Society, who, after a critical examination, advanced the opinion that the 
neoplasm was not a carcinoma of the uterus but rather, a teratoma. 
Unfortunately, I have been unable to obtain the original articles by Beljajewa 
and by Aguinaga. The first author, in 1913, reported the case of a child ten years 
of age who for two and one-half years presented a bloody vaginal discharge. 
Autopsy revealed tuberculosis of the lungs and bronchial glands and an epithelial 
neoplasm having its origin in the uterine glands. The second author, in 1926, re- 


ported a growth of similar charaeter having its origin in the cervix. 


I shall dismiss this group of cases with the comment that in the first 
three, those of von Rosenstein, Réssle and Adams, the diagnosis of 
carcinoma must be accepted with reservations, while in the cases of 
Beljajewa and Aguinaga, an opinion regarding the character of the 
neoplasm must be withheld because the available information is in- 
complete. 


Let us turn now to the second group of reports, in which are pre- 
sented detailed clinical observations and careful studies of the pathol- 
ogy of the neoplasm. Here I shall consider in order the case of Gang- 
hofner, reported in 1888, that of Gléckner, reported by Mergelsberg 
in 1913, and that of Kehrer and Neumann, reported in 1928. 

Ganghofner’s patient, an eight-year-old girl, gave a history of vaginal bleeding 
which had been present over a period of two to three years. She had already con- 
sulted a midwife who, in spite of the fact that the bleeding continued uninter- 
ruptedly and not at regular intervals, regarded the symptoms as due to a premature 
onset of menstruation. 

Upon palpation of the abdomen, nothing unusual was discovered. A moderate 
quantity of bloody mucoid material flowed from the vagina. Palpation of the eanal 
disclosed multiple rather soft prominences, which seemed to have their origin from 
the anterior vaginal wall, and which, viewed with a speculum, proved to be attached 
to a pale red, lobulated tumor. The neoplasm bled upon the slightest touch, and was 
so friable that a portion the size of a pea came awoy spontaneously. Further ex- 
ploration of the vagina conveyed the impression that the neoplasm originated from 


the anterior vaginal wall and was a sarcoma. 
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Removal by the vaginal route was attempted, but since the eanal was too narrow 
to permit thie satisfactory use of a speculum, the perineum was incised. The tumor 
mass, Which at its point of origin was about 2 em. across, was brought away in 
pieces and the base cauterized. At a subsequent examination, it was demonstrated 
that the vaginal vault as well as the anterior vaginal wall was intact, and that the 
tumor mass rose exclusively from the infravaginal portion of the cervix. The patient 
died eleven days after operation from smallpox. 

Sections of the neoplasm examined by Chiari presented the histologic structure of 
a medullary carcinoma, The framework of the tumor, made up of a delicate con- 
nective tissue stroma rich in blood vessels, contained relatively large reticular spaces, 
in which lay masses of closely approximated epithelial cells interspersed with poly- 
morphonuclear leucocytes. In one corner of the section were large gland cavities, 
lined by a single layer of epithelium and filled with mucus. The lumina of other 
glands were partly or wholly obliterated by epithelium two or more layers in thick- 
ness, Which passed directly over into solid cell columns filling the interstices of the 
stroma. The lymph glands of the pelvis were free from metastases. 

The neoplasm was regarded as a medullary adenocarcinoma having its origin in 
the glands of the vaginal portion of the cervix. 

Gléckner’s case illustrates the fact that a malignant lesion of the female genital 
tract may, in childhood, escape recognition for a considerable period of time. At 
seven the patient came under observation because of a vaginal discharge which had 
existed since the fourth year of age. In the course of the examination parasites 
were discovered and accordingly douches of protargol and of vinegar were pre- 
scribed. Three weeks later there was an outspoken hemorrhage, succeeded in a few 
days by a blood-stained, watery discharge. A chamomile wash was then ordered, 
which gave no relief. Thirty-eight days subsequent to the first consultation, there 
was relatively profuse vaginal bleeding, as a result of which a reetal examination 
was made, which proved negative. A solution of sodium acetate was then ordered 
as a douche. Two hundred and ten days following the first visit, the child’s mother 
brought to the hospital two pieces of tissue the size of hazelnuts, which had been 
expelled from the vagina. These were examined by Robert Meyer, and later by 
Carl Ruge, who after an exhaustive study, made the diagnosis of earcinoma. A 
pelvie examination at this time demonstrated the presence of a tumor in the vagina, 
and the patient was admitted to the Frauenklinik. 

She was observed in the hospital for eight days, but at the termination of this 
period, she was removed by her parents. Following readmission, a pelvic examination 
under anesthesia revealed in the position of the infravaginal cervix a freely bleeding, 
friable tumor the size of a walnut. Since the uterus, together with the growth, was 
movable, a radical operation was advised. 

Two hundred and fifty-four days subsequent to the first consultation, the uterus, 
adnexa, and the upper third of the vagina were extirpated. Except for a separation 
of the wound to the fascial layer, which required resuturing, the convalescence was 
uneventful. 

A microscopic examination of sections from the specimen showed in addition to 
fundal glands lined by characteristically normal epithelium, glands in which the 
eylindrical epithelium was replaced by eubical, round, polymorphous cells. In some 
instanees the gland lumen was almost obliterated as a result of epithelial prolifera- 
tion, while in others there was an invasion of the basement membrane and the 
surrounding stroma associated with degeneration of the latter structure. 

The neoplasm was regarded as a typical adenocarcinoma having its site of origin 
in the anterior cervical lip. It is noteworthy that the growth progressed so slowly, 


and that no metastases were present. 
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For three vei 


rs following the operation, the patient’s condition was remarkably 
satisfactory. However, examined four years subsequent to radical hysterectomy, 
metastases were demonstrated in glands excised from the right inguinal region, 
Rectal and vaginal examination failed, however, to reveal a recurrence of the growth 
in the pelvis. X-ray therapy appeared to have no effect upon the progress of the 
metastatic nodules. Information regarding the eventual outcome in this patient 
is lacking. 

The most recent report is that of Kehrer and Neumann and concerns a child 
sixteen months of age. She was brought to the elinie because of increasing pallor, a 


tumor it 


the lower abdomen, and bloody vaginal discharge which had been present 
for four weeks and which upon admission contained colon bacilli. 

The distended lower abdomen exhibited in the midline a firm, elastie mass, devi 
ating slightly to the left, and at its highest point extending two fingerbreadths 
above the symphysis. The neoplasm almost completely filled the pelvie cavity, and 
although it was impossible to determine the type or the place of origin, the tumor 
was clearly malignant. 

At laparotomy, a soft mass, somewhat larger than a hen’s egg, and capped by 
the hyperemic, small, soft uterine fundus, was found arising from the depths of 
the pelvis. The lower pole of the mass extended downward to the pelvie floor and 
laterally to the pelvie walls. The ureters, above constricted portions corresponding 
accurately to the points where the ducts were crossed by the uterine vessels, were 
dilated almost to the size of the little finger. During its removal, the soft tumor 
separated, and necrotie purulent material, having the odor of B. coli, escaped through 
the opening. The child stood the operative procedure well, but in spite of the 
prophylactic administration of serum, died upon the tenth day after operation of a 


slowly developing pel itonitis. 


Sections from several areas of the tumor were examined microscopically. At some 
points, irregularly distributed throughout a cellular tissue whose elements consisted 
of well-stained round cells and large vesicular cells, were spindle like elements, sug 
gesting the histologie structure of a mixed cell sarcoma. In the same section, sur 
rounded by tissue poor in cells and having the appearanee of hyalinized smooth 
musele, was a large complex of tissue, whose clements consisted of young connective 
tissue and round eells. In this lay well-differentiated alveoli, containing cells whieh 
were larger than those of the surrounding tissue and which were without question 
epithelial in origin. The morphologie structure of the individual alveoli lacked uni- 
formity. While some contained collections of large vesicular cells, others had the 
form of glands, still others were irregularly coiled. Many of the alveolar eavities 
were obliterated } 


y the proliferation of the vesicular cells already mentioned. Any 
doubt as to the epithelial character of the latter elements was dispelled by the 
positive results of appropriate staining methods. 

Extension of the lesion along the interstices of the myometrium, and invasion 
of the capillaries was demonstrable, but excepting the region of the internal os, 
neoplastic cells were absent from the cervix. Likewise, metastases were absent from 
the lymph glands removed from the pelvic cavity and from the vicinity of the 
aorta. Although fragments of the neoplasm had been foreed into the lumen of 
the interstitial portion of the tube, no carcinoma cells were found in the isthmic 
portion. 


Kehrer and Neumann concluded that the neoplasm was a eareinoma whose unripe 
cells showed a tendeney to differentiate into struetures varying morphologically. 


This opinion was confirmed by Versé and Robert Meyer. 


MORSE: CARCINOMA OF TILE GENITAL TRACT IN CHILDHOOD 525 


CASE REPORT 


Our patient, ten years of age, was admitted to the Yale Woman’s Clinie July 7, 
1928, with a diagnosis of gonorrheal vaginitis of two years’ duration. 

Two years before admission, the mother noticed that the child’s bed was soiled by 
a discharge issuing from the vagina. Smears which were examined by the family 
physician were said to be positive for gram-negative intracellular diplococci. In 
spite of the administration of vaginal douches, the discharge persisted, upon two 
oceasions being associated with blood. 


WS 


Fig. 1.—Appearance of uterus in pelvic cavity. Inset: appearance of cervix upon 
inspection. 


During the three months previous to admission, the vaginal discharge bees:me 
more profuse. There were, in addition, nocturia and inereased frequency of urina 
tion, although the volume of urine passed at any one time never exceeded 100 c.c. 

The child was well developed, but poorly nourished and irritable. Except for 
dental caries and chronic tonsillitis, examination of the head and chest was negative. 
The abdomen was distended, and the fundus of the bladder extended upward to the 
umbilicus. Palpation revealed tenderness in the suprapubie region and in the iliae 


fossae, but no pelvic mass was demonstrable. The labia minora and the urethral 
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orifice were red and swollen. Issuing from the vagina was a profuse, watery dis 


charge, which was blood-stained and which occasionally contained bits of grayish- 


yellow, semisolid material. On the basis of these loeal findings, we made a tentative 


diagnosis of eystitis associated with an extensive gonorrheal vaginitis. 
Rest in bed and vaginal irrigations of borie acid solution were instituted and eoy 


tinued for three weeks. Under this treatment, the patient’s general appearance im 


proved and there was a slight gain in weight and strength. The temperature eurye 
ran an irregular course, and upon one day reached 39.6° CC. The R.B.C. was 


4,130,000, and W.B.C. varied between 14,000 and 24,000. Upon one oceasion, the 


child passed a fluid stool containing partially changed blood. 

While the patient’s general condition remained unchanged, the vaginal discharge 
persisted, in spite of irrigations. Our suspicions, however, were first aroused by the 
continued presence in the discharge of the grayish-vellow material mentioned sees, 


4 


Fig. 2.—Vaginal epithelium beneath which lie epithelial cells 


in cord-like structures. 
which proved to be bits of neerotie tissue. A vaginal examination was then im- 
perative, and under gas and oxygen, a small sized endoscope was introduced through 
the hymeneal opening. Immediately following the insertion of the instrument, the 
degree of bleeding was so profuse as to lead us to suspect the presence of a malig- 
nant neoplasm. Accordingly, the endoscope was withdrawn and in its place one 
finger was introduced, in an attempt to discover the origin of the bleeding. The 
sensation conveyed on palpation immediately recalled the impression so commonly 
received upon palpation of a carcinomatous cervix in an adult (Fig. 1). Although 
there was induration of the right vaginal wall, the neoplasm of soft, friable tissue 
apparently originated in the infravaginal cervix. Withdrawal of 


the examining 
finger was associated with the expulsion of several pieces of 


gray, semitranslucent, 
friable tissue, which grossly suggested a sarcoma. 

Upon studying sections of the tissue stained with hematoxylin and eosin, we were 
amazed to find that it had the histologic structure not of a sarcoma, but rather of 


an epithelial neoplasm. The surface of portions of the specimen was covered by 


| 
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epithelium varying in depth but characteristic of the infravaginal portion of the 
cervix (Fig. 2). Lying beneath the epithelium and separated from it by a layer of 
poorly pres rved connective tissue which varied in thickness were masses of epithelial 
vells. In certain places these gave rise to cord-like structures but the predominating 
arrangement was that of alveoli separated by thin strands of connective tissue, and 
lined by epithelial cells, which at some points had so proliferated as almost to fill the 
alveolus (Fig. 3). The cells, although varying in size, were for the most part 
cuboidal in shape, and contained large, deeply staining nuclei, in some instances 


’? type. In places, the basement membrane was fractured 


of the ‘‘coal pigment 
and the cells had invaded the intervening stroma. 

Because some might wish to interpret this neoplasm as a sareoma which presented 
an alveolar structure, additional sections were stained by Mallory’s aniline blue 


method, in order to determine how great a part connective tissue played in the tumor 


Fig. 3.—Alveoli lined by proliferating epithelial cells. 


formation. These sections demonstrated clearly that, excepting the fine strands 
separating the alveoli, connective tissue was almost entirely absent. Moreover, no 
structures characteristic of a teratoma were encountered. 

From this pathologie evidence, we were led to the diagnosis of an adenocarcinoma 
originating in the glandular structures of the cervix. 

Since the administration of radium, with the apparatus then at our disposal was 
impossible, we hoped to extirpate at least a portion of the neoplasm and to follow 
this procedure by the institution of deep x-ray therapy. Upon opening the 
peritoneal cavity, the omentum was found adherent at several points to the 
peritoneum. The separation of loops of small intestine from the fundus gave rise to 
free bleeding, which was controlled by ligation. The body of the uterus, enlarged 
to five times the size regarded as normal for the child’s age, was densely adherent 
to the region of the broad ligaments, and to the rectum (Fig. 1). During the 


manipulations, the friable fundus tore at one point and blood-stained, neerotie 
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material exuded. The removal of the organ without great hazard to life was 
obviously impossible. Accordingly, the omentum was drawn over the fundus and 


the abdominal incision closed. 


The patient stood the operation well. There was little postoperative discomfort 


and, excepting the upper end, the incision healed rapidly. The vaginal discharge 
continued. Unfortunately, the financial burden of hospital care was too heavy for 
the family, and since no free bed was available, the child was 


taken home on 
September 8, 1928. 


At this date, the upper end of the incision was still open and 
draining slightly and the uterine mass had increased definitely in size. Nevertheless, 
there had been some gain in weight and strength. 
The child was reexamined several times after leaving the clinic. When last seen, 
the abdominal mass extended to the umbilicus and the upper end of the ineision 
wus the site of a metastatic growth about 4 em. in diameter. The superficial veins 
of the suprapubie and epigastric regions were notably dilated. The right inguinal 
glands were enlarged and painful. 


The vaginal discharge persisted, being occasion 
ally tinged with blood. 


There was a notable loss of weight, and the slightest ex 


ertion was associated with great fatigue. It was our hope that the patient might 


reenter the wards, in order that the neoplasm might be still further studied, but she 


died suddenly, May 30, 1929. No autopsy was permitted. 


Recalling for a moment the eases of Ganghofner, Gléckner and 
Kehrer, we find that the pathologie evidence shows sufficient grounds 
for the diagnosis of a neoplasm arising from the epithelial structures 
of the uterus. Moreover, a careful study of the tissue removed from 
our patient convinces me that we are justified in regarding the neo- 
plasm as an adenocarcinoma of similar origin. For further confirma- 
tion of the diagnosis, sections were submitted to Dr. James Ewing and 
to Dr. Frank R. Smith, of the Memorial Hospital. These gentlemen 
regard the lesion as a very cellular adenocarcinoma, with notable 
embryonie characteristics. Dr. Ewing, however, since he has never en- 
countered such a newgrowth as primary in the cervix, feels that the 
neoplasm must have originated from some fetal rest in the pelvie 
cavity. 

To recapitulate, I have succeeded in collecting from the literature 
a single record each of carcinoma of the vulva arising in the clitoris, 
and of carcinoma of the vagina, and eight records of a growth involv- 
ing the uterus in which epithelial structures predominated. However, 
excepting the cases of Beljajewa and Aguinaga, concerning which 
available information is lacking, the diagnosis of true carcinoma seems 
justified in three only, those of Ganghofner, Gléckner and Kehrer, to 
which is added a fourth case mentioned in this article. 

From a review of the histories, two points of practical importance 
stand out. In the first place, as illustrated by the cases of Ganghofner, 
Glickner, and by our own, a newgrowth as the underlying cause of 
vaginal bleeding in childhood may escape recognition for a consider- 
able period of time. Although malignancy of the uterus in the first 
decade of life is unusual, we should guard against the error of at- 


MORSE: CARCINOMA OF THE GENITAL TRACT IN CHILDHOOD 529 


tributing genital hemorrhage to a severe infection or to a precocious 
onset of menstruation, and disregarding the possible presence of a 
neoplasm. 

Finally, the question arises regarding the appropriate method of treat- 
ing such neoplasms. If for no other reason, the technical difficulties to be 
encountered in small children are so apparent as to preclude any at- 
tempt at complete surgical removal. Therefore, although without ex- 
perience of the administration of radium in patients so young, but 
basing my opinion upon the results obtained in adult women, I am 
inclined to agree with Kehrer that the greatest hope is offered by this 
procedure, in combination with deep x-ray therapy. 


REFERENCES 


Adams: Proe. Royal Soc. Med. 9: 45, 1916. Aguinaga: Quoted by Kehrer.and 


Neumann. Loe. cit. ‘Aschheim: Ztschr. f. Geburtsh. u. Gynik. 65: 216, 1909. 
Beljajewa: Quoted by Kermauner. Loe. cit. Bumm: Ztschr. f. Geburtsh. u. 


Gvniik. 63: 183, 1908. Ganghofner: Quoted by Mergelsberg. Loe. cit. Gléckner: 
Ztsehr. f. Geburtsh. u. Gyniik. 63: 182, 1908. Kehrer and Neumann: Monatsehr. 
f. Geburtsh. u. Gyniik. 81: 68, 1929. Kermauner: Klinik und operative Behandlung 
der Krebsformen der Gebarmutter. Biologie und Pathologie des Weibes. Halban 
and Seitz, Berlin 4: 769, 1928. Mergelsberg: Ueber Uterusearcinom im Kindesalter. 
Inaugural-Dissertation. Friedrich Wilhelms Universitiit zu Berlin, 1913. von Rosen- 
stein: Virechow’s Arch. 92: 191, 1883. Réssle: Zentralbl. f. Gynaik. 22: 56, 1912. 


Reyes, F.: A Case of Intravesicular Uterus, Absence of the Vagina and Trans- 
position of the Proximal Part of the Urethra. Revista Espan. de. Obstet. y 


Ginee, 14: 159, 1929. 


The patient, seventeen years of age, complained of amenorrhea and hematuria, 
the latter occurring for two or three days every second month. She also gave a 
history of having sustained an injury about the vulva at the age of five. Examina 
tion revealed extensive cicatrization from one ischium to the other, involving the 
rectum in its anterior surface and producing an eversion of the rectal mucosa. The 
vagina was absent, the urethral orifice completely cicatrized, almost in contact 
with the clitoris, and pulled to the right. A new funetionating urethral orifice 
was present in the midline about 8 mm. anterior to the anus. There was no in- 
continence or polyuria. With a bladder sound the urethra was found to be 4 em. 
long. By rectal examination a uterus and tubes could be felt high up. Cystoseopy 
revealed the cervix which presented at the posterior bladder wall. 

At operation a transverse incision was made between the reetum and_ the 
traumatie urethra and the sear tissue incised upward carefully, using the anterior 
rectal wall as a guide until the uterus was reached. An incision was then made 
in the posterior bladder wall as close to the uterus as possible, the cervix pulled 
out of the bladder and its lips grasped with clamps to hold it in place. The 
bladder opening was closed in two layers, a catheter inserted through the urethra, 
and the newly formed vagina packed with iodoform gauze. Healing occurred with- 
out incident, and with constant dilatation the vagina has remained patent. The 
patient now menstruates normally every four to six weeks. 

FRANK SPIELMAN. 


THE TECHNIC OF THE DETAILED STUDY OF SEMINAL 
CYTOLOGY 
By Gerarp L. Moencu, M.D., F.A.C.S., New York, ®& 


N SOME previous preliminary studies of seminal eytology,!*3 | 

ealled attention to the relation which apparently exists between the 
morphology and biometrics of the spermatozoon heads and fertility. 
Sinee that time I have been so frequently asked for the technie of 
carrying out such examinations that [ deem it best to give this technie 
in extenso for all those who may be interested. The best way perhaps 
to set forth the details of the technic, with its possible pitfalls, is sim- 
ply to describe how my assistant, Miss Helen Holt, B.S., and I exam- 
ined a recent series of 141 couples.* The technie employed by us was 
as follows: 


After the examination of the fresh semen specimen had been completed, smears 
of the semen were made employing the same technic that is used in making blood 
smears. The slides were air-dried, fixed by heat and then treated with a 1 per cent 
chlorozene solution. At first we left the slides in this solution for five to ten 
minutes or longer but now, with the ordinary thin smears we immerse them only one- 
half to two minutes. The slides are a little clearer and freer of mucus if left in 
the chlorozene longer, but the number of sperms floated off is so large that it be- 
comes a trial of patience to count and measure a sufficient number of cells. After 
the chlorozene bath the slides are washed with water and 95 per cent alcohol, dried, 
and stained with a modified Williams’ stain, which we have lately ehanged still 
further. We use a mixture of Ziehl-Neelsen’s carbolfuchsin 50 parts, saturated 
aleoholic solution of (bluish) eosin 25 parts, 95 per cent aleohol 25 parts. This 
solution is made up in sufficient amounts to last some time. When the slide is to be 
stained a few centimeters of the stain are put in a small container and earbol- 
fuchsin added drop by drop until a precipitate occurs and a metallic luster covers 
the surface of the fluid. The stain is then filtered and used for one and one-half 
to five minutes on the slide. The length of time depends on the depth of staining 
required. We have found that if the slide is blotted dry before applying the stain, 
precipitation is less likely to occur. At the required time the stain is washed off 
rapidly but carefully with water and a eounterstain, consisting of methylene blue 
diluted to one-third of the usual strength with distilled water, is applied for one 
to five seconds. If the slides are wanted for examination of the sperms under 
the microscope and for the counting of abnormal cells, the counterstaining is done 
more lightly, whereas for projection and measuring purposes, a deeper color of the 
heads, making them stand out more prominently, is advantageous. If one has many 
slides to do it is perhaps even wiser to stain the heads a reddish purple instead of 


blue, with very dilute methylene blue as the former is less fatiguing for the eyes. 
This method of staining was by far the best we tried, as all the 

others were either unsatisfactory or cumbersome. The method as 

described may sound complicated, but really is very simple, and gives 


*This study was made with financial assistance from the New York Committee of 
Maternal Health 
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excellent results. With proper preparation of the slides, the head 
stains purplish and darker at the base than anteriorly. The anterior 
end knob can often be seen set into the base of the head as a little red 
knob. The body and tail of the sperm cell stain a deep red. A little 
practice is necessary to make proper smears, as at first the slides will 
either not be cleared sufficiently, or so much that many of the sperm 
cells are floated off, or the staining may not be perfect enough to 
allow of proper interpretation of the findings. After a little practice, 
however, good slides can regularly be obtained. If one does not wish 
to mix the dve and filter it each time a slide is to be stained, it is possi- 
ble to use a stock solution mixed in the proportions given and filtered 
with almost equally good results. 

After satisfactory slides of the semen specimens had been obtained, 
these were examined under the microscope fitted with a good substage 
condenser and mechanieal stage, a Leitz 1/12th oil immersion lens, and 
a Leitz 10 X ocular, giving in our ease a magnification of 1050 diame- 
ters. The normal and abnormal forms were then counted and tabu- 
lated. Usually 500 to 1000 cells were tabulated, but in difficult speei- 
mens 2000 and more cells were not infrequently counted before a defi- 
nite conclusion could be arrived at. 

I want to warn here against considering the number of sperms pres- 
ent in a stained smear as indicative of the number of sperm eells 
present in the original semen sample. The latter may have very many 
cells, and still only relatively few may appear in smears, as at times 
many cells are lost in the preparation of the slides. In some cases the 
spermatozoa float off the glass very easily, while in others they stick 
very tightly, even if the smears are prepared in exactly the same way. 
What this is due to, we have never been able to determine. It cer- 
tainly has nothing to do with the goodness of the specimen, nor have 
the turbidity or the viscosity of the semen, nor the number of motile 
sperms any bearing on the case. Abnormal forms do not float off more 
easily than normal ones, and vice versa. 


METHOD OF COUNTING AND TABULATING SPERM FORMS 


In order to avoid any subjective influence in the counting of the 
normal and abnormal cells, the smears made by one of us (M.) were 
turned over without any comment whatsoever regarding the elinical 
aspects of the case to the other one (II.) who did the staining and the 
first counting and tabulation. Sinee most of our eases were clinie 
cases, and naturally came in some days after the specimens had been 
requested, it was usually true that neither one of us had any idea of 
the clinical history or the breeding record of the patients under econ- 
sideration until we looked up these data after having coneluded the 


laboratory examinations. 
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In tabulating our morphologic findings in any sample of semen Wwe 
worked in pairs whenever this was possible: one counting and calling 
off the normal and abnormal forms seen, and the other marking them 
down. Thus it was entirely impossible for the one doing the miero. 
seopic work to tell how a count was progressing. Counting hundreds 
of cells in succession and without interruption on one specimen, it was 
often even impossible for the one ealling off the cells to tell how good 
or bad the specimen under consideration would finally turn out to be. 
After the necessary number of cells had been counted, the findings 
were tabulated as given by a sample sheet here shown (Table 1). Fol- 
lowing this, we changed roles, the other one counting, and the first one 
marking them down. After this, a tabulation of the second count was 
made, and the two results compared. In order to get any agreement 
with one another, and in fact with oneself in tables of this nature, 
it is absolutely essential that one be sure of what one is looking at. 
There must be unanimity as to what constitutes a normal cell and what 
constitutes any given abnormality. Such unanimity is not to be 
reached immediately, and requires careful checking up of the various 
counts. To do this, one of us would repeatedly count over the same 
area contained within certain figures on the mechanical stage until 
absolute agreement was reached. Then the other one would count 


over the same area, and the end-results were compared. After this, 


TABLE I. TABULATION OF SPERM CELL ABNORMALITIES IN CASE 112 (NORMAL) 


COUNT TOTALS PERCENTAGES ae 
Normal 446 Normal 446 Abnormal 26 
Narrow 6 Abnormal 154 Head changes 1h 
Small 18 Head changes $2 Jody changes 3 
Large 31 sody changes 20 
Tapering 24 
Overdeveloped end knobs l 
Amorphous solid staining | 
Round 1] 
Cytoplasmic extrusions 
Naked body fibril l 
Thieckened body 16 
Coiled 32 
Undeveloped l 
Double 9 


the identical area was again gone over, cell by cell, by both of us 
together. After almost two months of such checking up, we felt sure 
that each one of us regarded the various forms of spermatozoa seen in 
the same light, and thereafter it was not at all unusual for both of us to 
count a specimen and obtain absolutely identical figures, and nearly 
always our figures agreed to within one per cent or less. Only rarely 
specimens with many graded differences in the size of the cells or their 
width would offer difficulties, and in such cases we simply kept on 
counting until we felt that we had a good idea of the various abnor- 
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malities present in the specimen. Then all the counts that had been 
made would be averaged for our final result. 

In the previous articles mentioned above many of the abnormal 
forms of sperm cells seen by us have been depicted, and it is not 
deemed necessary to again represent them here, as we are limiting 
ourselves to the technic of the examinations. It is enough to say that 
of course no one specimen will contain all types of abnormal forms any 
more than any semen specimen with all normal eells will ever be en- 
countered, since everything in Nature shows some variability both as 
regards shape and size. It is practically self-evident that a simple, 
more or less mechanical tabulation of the various sperm abnormalities 
will not directly answer the question of how good or bad any given 
sample of semen is. The various abnormalities have not all the’same 
importance. The final evaluation of any semen from the standpoint of 
morphology can therefore only be made by taking all the vital points 
into consideration. It thus becomes extremely important to recognize 
the weight and value of the various abnormal forms encountered, as 
will be deseribed in a paper reporting an extensive study of the mor- 
phology of the sperm cells, 


THE TECHNIC OF CALIBRATING THE SPERM HEAD LENGTHS 


After the morphologi¢e examiration of the sperm cells had been eom- 
pleted, we next measured the sperm head lengths found in the speei- 
men. The method employed in these measurements was the one usu- 
ally used in this type of studies. The image of the spermatozoon was 
projected at a known magnification onto a miniature screen and then 
measured with bow dividers controlled mechanically by a thumb 
screw. After a head leneth had been measured, the set bow dividers 
were placed against a seale ruled to 0.5 mm. Our light source was a 
Leitz-Wetzler carbon are lamp with automatic feed control run on a 
110 volt electric current. The microscope was a Zeiss, Stand I, instru- 
ment with the large tube used for photomicrography and microprojee- 
tion. It had a revolving mechanical stage with a centering device. 
The tube length was always the same, 160 mm, Our lens system con- 
sisted of a complete Abbe illuminating apparatus with iris diaphragm 
and condenser of 1.40 N. A., a Zeiss 2 mm. N. A. 1.30 apochromatie 
homo-immersion objective, and a Zeiss No. 12 compensating ocular. A 
large photographie bellows was attached to the ocular end of the tube 
of the microscope, and a water filter with iris diaphragm was inter- 
posed between the light source and the microscope. This was 30 em. 
from the light source and 20 em. from the microscopie stage. Our 
sereen consisted of a piece of hard wood fastened at right angles onto 
another board which by means of clamps could be held in any desired 
position. Hard wood was used so that the points of our bow divider 
would not cause pitting of the surface of the board and thus make 
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measurements difficult. The surface of the sereen was covered by 
highly glazed (pin wheel) paper, so as to have as smooth and reflecting 
a surface as possible. When pitted, a new sheet of paper replaced the 
old one. 

To determine our magnification we used a stage micrometer marking 
off the exact spot where the screen was to be put again in ease it had 
to be moved. For a magnification of 3000 diameters the surface of the 
screen was 133 em. from the light souree. 

We tried various magnifications in order to arrive at that point 
which would give us the greatest magnification without sacrificing 
either illumination or definition. For a while we worked at 4000 diam- 
eters but found the definition of the cells impaired as shown by appar- 
ent skiagraphs on specimens which when measured and remeasured at 
3000 diameters turned out to have a perfectly normal frequency distri- 
bution. We also tried magnifications of 5000 and 6000. While our 
illumination even at the latter magnification was still good, definition 
was decidedly poorer than at half this magnification. We thought, how- 
ever, that if we measured in whole millimeters at 6000 diameters, which 
would be equivalent to half millimeters at 3000, we could reduce pos- 
sible errors in measurements. Our graphs did in fact agree fairly well 
with those at 3000 diameters, but since the working field naturally was 
much reduced by such high magnifications, and the work slowed up 
without any at least appreciable gain, we finally went back to and 
stayed at the original magnification of 3000 diameters. Another ad- 
vantage of working at the last magnification was the fact that Wil- 
liams and Savage had done their work with it, and thus direct com- 
parative results would at any time be possible. Indeed, one sueh 
result immediately became evident in comparing the graphs of the 
sperm head lengths of the bull with those of man. The graphs of nor- 
mal bulls are steeper and narrower than those from human material. 
This is the more sigfinificant, since one would expect the reverse to be 
the case, as our class unit (0.5 mm.) was by comparison, because of the 
smaller size of the human sperms, coarser than the same unit employed 
by Williams and Savage for the sperms of the bull. At first we did not 
know whether the more seattered population found in man really 
represented a generally decreased fertility, the result of modern civili- 
zation, or was simply a species characteristic, but we must consider it 
now to be simply the latter, as perfectly normal specimens of semen 
(from men who had impregnated their wives by a single coitus) showed 
rreat differences of the spermatozoon heads. 


such relatively g 

In order to be sure that our methods of calibrating the sperm head 
leneths were accurate, we checked and rechecked our results in a man- 
ner similar to that employed in making sure of our cytologic findings. 
Each one of us would measure a number of times the same cell and 


check results with his previous findings and with the measurements 
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made by the other one on the same cell. Each one of us would also 
ealibrate and recalibrate the same specimen and cheek results. In this 
way we were finally able to obtain graphs which did not vary signifi- 
cantly when compared with the probable error. Fig. 1 shows two 
such calibrations made on the same specimen. Fig. 2 also shows a 
close agreement between two calibrations of 300 cells each made on 
the same specimen. The dotted line here represents the mean of both 
calibrations (that is, of 600 cells) but since it was so similar to the first 
ealibration it indicates that the variations in the two graphs were very 
slight. Since such close agreement was usually present in our graphs, 
even when measuring only 300 heads of each specimen, we generally 
stopped at this figure, providing the three individual hundreds making 
up the curve did not differ significantly. If they did, as in the first 
300 cells shown in Fig. 2, we always recalibrated the specimen, and 
took the mean of the two graphs, if these did not differ too widely, for 


at 


Fig. 1.—Case 13, B. This figure represents two graphs from calibrations of 300 
cells each on the same specimen, and, except for some minor changes, the two 
frequency polyhedrons have approximately the same shape and mathematically it can 
be shown that the differences between the two curves as compared to the probability 
of error is not significant and not greater than may be expected from random sampling. 
Repeated graphs of this kind were frequently made to determine the accuracy of our 
methods and to compare the accuracy of various methods of calibration. 

In this graph, as in the other one here reproduced, the figures on the ordinate or 
vertical line give the number of heads of any particular length observed, whereas the 
figures on the abscissa, or horizontal line, give the size of the heads in millimeters 
(and half millimeters) at a magnification of 3000 diameters. 


our final result. Otherwise we made a third, and sometimes even a 
fourth and fifth graph to be sure of having measured a population 
large enough to be representative of the specimen under consideration. 

We also wanted to know positively that our calibration results were 
not influenced by external factors. We made numerous trials to deter- 
mine if our methods of obtaining and keeping the specimens changed 
the sperm head lengths. We did this in a manner similar to that em- 
ployed to determine if the morphologie aspect of the cells differed 
under varying conditions of environment. We would divide a speci- 
men of semen after calibrating a slide from it in the ordinary way into 
various parts, and keep these under different conditions for twenty- 
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four hours or longer, and then ealibrate each portion separately ; 
Table Il shows the result of one such experiment. We see that the 
various morphologic changes observed are not due to external environ- 
ment, but are really present, as has been shown by us in a previous 
publication," and also bv microdissection.” We also dried a semen 
specimen and redissolved it in normal saline, without finding any 
change in the size of the cells as compared with a fresh specimen. We 
found that under ordinary circumstances the sperms were not affected 
by external conditions (except that moist heat, while drying, as has 
been previously described, causes a disintegration of the cells), nor did 
keeping a semen specimen a number of days cause any changes except 
in the motility of the eells. 

Whenever possible, and it was unfortunately not always possible, we 


worked in pairs when calibrating a specimen. One of us did the meas- 


Fig. 2.—Repeated calibrations of 300 head lengths 
showing in the first graph the nearest 
have encountered. 

A. First 131 cells calibrated. 

B. Next 169 cells calibrated. 


each on the same specimen, 
ipproach to a dimodal graph which to date we 


C. 300 sperm head lengths times 3000 diameters (first calibration). tesult of curves 
1 and B, 

PD. Mean of first and second ealibration. 

On C mean equals 13.685 0.060. 

On D mean equals 13.828 0.068. 


uring, and the other marked down the figures, so that the one ealibrat- 
ing did not know anything about how the graph was going. At inter- 
vals we changed roles until the full 300 cells were measured, when the 
graph would be constructed, and its mathematical funetions deter- 
mined by the methods usually employed in biometric studies.” * * 

As the apparatus employed in such studies as this is not only expen- 
sive but cumbersome, taking up much space and requiring a dark 
room, we tried out a filar or ocular serew micrometer kindly lent us by 
KE. Leitz, Ine., on a number of specimens. After becoming accustomed 


to such an instrument, it is certainly possible to measure sperm heads 
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accurately, as repeated measurements on the same cell gave after 


some 
practice only very slightly varying results. At the same time, the 


measuring of 300 cells by this method is so fatiguing and endless that 
both of us felt that if condemned to such labor we would gladly 
change roles with Sisyphus. 
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Lett, F. M.: The Bicornuate Uterus. New Orleans M. & S. J. 12: 211, 1929. 


A ease 


is deseribed for which the tube, ovary, and right uterine cornu were removed. The 


f bicornuate uterus with cystic right ovary and right-sided salpingitis 


patient subsequently became pregnant and when at term was brought to the hos- 
pital moribund due to a condition ‘‘more typical of an intestinal obstruction.”’ 
She died, but autopsy was not permitted. 


FRANK SPIELMAN. 


Mras, F.: Experiences with Elderly Primiparas. Wien. klin. Wehnschr. 42: 935, 

1929, 

In an analysis of 117 cases of primiparae over forty years of age, the author 
comes to the following conclusions: 

Elderly primiparae with normal fetal presentation and position do not offer 
a poor prognosis, even when the patient’s general somatic condition suggests prema 
ture old age. Conservatism is to be recommended. In clear-cut cases of rigid 
eervices where labor is unnecessarily prolonged, especially where the membranes 
have not ruptured, lateral cervical incisions 1-1.5 em. in length may be used. 
Indications for vaginal operative procedures and their morbidity are the same as 
for the younger women in labor. Cesarean seetion is recommended in_ breech 
presentations with premature rupture of membranes. The third stage of labor is 
more dangerous than in younger women. Active measures are more often necessary. 
Elderly women with chronic organic lesions, especially heart lesions should be warned 
against pregnancy. Each case is to be judged individually. 


FRANK SPIELMAN. 


SHORTENING OF THE TRANSVERSE DIAMETER OF THE 
SUPERIOR STRAIT 
Its CLINICAL SIGNIFICANCE 


By Herspert Thoms, M.D., F.A.C.S.. New HAveN, Conn. 


(From the Woman’s Clinie of the Yale University School of Medicine) 


HE more one becomes familiar with pelvic mensuration and its 

relation to successful parturition, the more impressive becomes the 
importance of certain pelvic diameters. This is particularly true of 
the anteroposterior and transverse diameters of the superior strait. 
The importance of the former is well known and appreciated, and it 
is the purpose of this communication to dwell upon the value of the 
latter, and to suggest that accurate knowledge of its length is in cer- 
tain instances of the utmost importance. 

Of the methods used to determine these two diameters, it may be 
said in brief that the estimation of the anteroposterior diameter, by 
means of measuring the external conjugate, the diagonal conjugate, by 
the use of internal pelvimeters, and by x-ray methods is well estab- 
lished. However, the determination of the transverse diameter of the 
superior strait is a very different problem. In fact, external pelvimetry 
as known and practiced at the present time offers no means of ade- 
quately determining the length of this line. Internal pelvimetry is 
practically in the same category, and it is only by means of some such 
method of x-ray pelvimetry as I have previously described’ that acecu- 
rate estimation of this diameter may be made. 

The importance of accurate knowledge of this diameter becomes 
apparent when we consider the more usual contractions found at the 
superior strait. It is obvious that where shortening of the antero- 
posterior diameter takes place adequate transverse room must com- 
pensate. This fact is well known and appreciated by obstetricians in 
dealing with cases of parturition when the patient presents a simple 
flat pelvis. In other instances where shortening of the transverse 
diameter obtains and the anteroposterior remains normal, such as is 
often seen in the small round or generally contracted pelvis, the impor- 
tance of accurate knowledge of such transverse shortening is again 
obvious. 

This shortening of the transverse diameter of the inlet is by no 
means a new conception. Ever since contracted pelves have been 
studied, obstetricians have been cognizant of its importance, particu- 


A. M. A., 92: 1515-1516, 1929. 
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larly in its relationship to the simple flat and the generally contracteq 
pelvis. It is true, however, that accurate knowledge of the amount of 
transverse shortening in these cases has not been available until the 
advent of x-ray pelvimetry. 

Among the etiologic factors which cause shortening of the transverse 
diameter of the superior strait may be mentioned, disease, such as 
severe rickets and osteomalacia, trauma, hereditary, racial, and sex 
influences. In the roentgenographs and case summaries here pre- 
sented, some of these etiologic factors were present, and the influence 
on the course of labor of the resultant transverse contraction is briefly 
summarized and commented upon. 


Fig. 1. 


Case 1. Transverse Contraction of the Superior Strait Due to Osteomalacia.— 
Patient, colored, aged nineteen. First symptoms of deformity made manifest by 
bowing of legs following influenza attack in 1918. Two cesarean sections, 1923 and 
1925, performed in this clinic. At present time process seems arrested. X-ray 
pelvimetry not done when accompanying roentgenograph was made. Marked trans- 
verse shortening of superior strait very evident. Measurements in 1923 were: spines 
24, erests 25, trochanters 26.5, external conjugate 20, diagonal conjugate 10.5, be- 
tween tuberosities 5, anterior sagittal 7, posterior sagittal 9.5 em. 

Comment.—Osteomalacia is so rare in this country that its finding is regarded 
aus a curiosity. When it is discovered as a rule the deformity is so pronounced that 
diagnosis and treatment are obvious. Nevertheless in its early stages this disease 
may be accompanied with but slight pelvie deformity. In such an instance only 
by means of x-ray pelvimetry could exact knowledge of the amount of transverse 
diameter shortening be obtained. 


CasE 2. Transverse Contraction of the Superior Strait Due to Trauma.—The 


patient, Miss F. R., aged seventeen, received a fractured pelvis in an automobile 
uccident July, 1927. Was first in this clinic November, 1927. Pelvic measurements 
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at that time were: spines 25, trochanters 31, external conjugate 19.50, right oblique 
99.5, left oblique 22.5 between tuberosities 8, anterior sagittal 6, posterior sagittal 
9.5, anteroposterior 12. X-ray pelvimetry of the inlet shows anteroposterior diameter 
11.25, true transverse diameter 12.00. However, the transverse diameter of the 
anterior half of the superior strait is markedly shortened by the deformity. 


Fig 3. 


Comment.—Transverse shortening of the inlet is a common sequelae of fracture 
of the pelvis. An aceurate knowledge of the amount of the transverse shortening 
in this case was important from a medicolegal standpoint in forming an opinion 
as to the possibility of subsequent successful parturition. 

CASE 3. Transverse Contraction of Superior Strait Due to Congenital ? Causes.— 
The patient, a white primipara, aged twenty-three, normal pregnancy, nonegage- 


ment of presenting part. Cesarean section for disproportion. Child weighed 3600 
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gm. Spines 21, erests 26, trochanters 29.5, external conjugate a, between tuber- 


osities 8, anterior sagittal 5, posterior sagittal 9. 


X-ray pelvimetry of inlet shows 
anteroposterior diameter 12.25, transverse diameter 11.50, 

Comment.—This case is remarkable in that external measurements were quite 
misleading. The resemblance of the shape of the superior strait to that charaeter- 
istie of the fetal pelvis is striking. X-ray pelvimetry alone demonstrated transverse 
shortening, which was probably the factor producing the nonengagement of the 
head at term. This type of pelvis is occasionally associated with high assimilation 
but lateral roentgenograms in this case failed to reveal any extra vertebra in the 
saerum. 


CASE 4. Normal Pelvis With Unusual External Measurements.—The patient, a 
white primipara, aged twenty-three, small woman. Weight 


at first examination 93 
pounds. M 


“asurements: spines 22, crests 24.75, trochanters 29, 


external conjugate 


Fig. 4. 


16.75, between tuberosities 8 em. Duration of labor 


twelve and one-half hours. 
Midforeeps and easy extraction of 3256 gm. child. X-ray pelvimetry of inlet: 


Anteroposterior diameter 11.25, transverse 12.5. 
Comment.—The external measurements are very misleading. 


This woman actually 
has quite a good pelvis. 


This is in spite of the external measurements, which are 
characteristic usually of a much smaller pelvie inlet. A rather easy forceps with 
a 3256 gram baby is proof of the adequacy of the pelvis. X-ray pelvimetry of 
the inlet, showing the true inlet measurements, when the patient was five months 
pregnant, was of considerable reassurance to the attending obstetrician. 

CASE 5. Generally Contracted Pelvis (Small round).—White primipara, aged 
fifteen. Spines 23.5, erests 24, trochanters 29, external conjugate 16.5, between 

4.5, posterior sagittal 7. X-ray inlet, antero- 
25. Trial of labor resulted in no engagement, and 
labor finally terminated by difficult version and extraction. 


tuberosities 8.5, anterior sagittal 


posterior 10.0, transverse 1( 


Child weighed 3210 gm. 


CASE 6. Generally Contracted Pelvis (Small round ).—Colored primipara, aged 
seventeen. Spines 22, erests 24.5, 


trochanters 28, external conjugate 18, diagonal 


THOMS: TRANSVERSE DIAMETER OF SUPERIOR STRAIT 543 


Der. conjugate 11, between tuberosities &, anterior sagittal 7, posterior sagittal 8. In- 
duction of labor just before term ended in difficult high midforceps. Child weighed 


Ws 

2970 gm. X-ray pelvimetry of inlet: Anteroposterior 10.0 em., transverse 10.5 em. 

COMMENT ON CASES 5 AND 6 

er- 
rse These are typical small round pelves so often seen particularly in the colored 
he race, where it is the most frequent contraction of the pelvis. The summary shows 
on 
he 
a 
te 


Fig. 


Fig. 6. 


the course of labor in both eases to be quite characteristic. The external measure- 
ments all point to transverse diameter shortening which might not, however, be 
present, as witness Case 4 above. The anteroposterior diameter of the inlet in 
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these cases is often normal. The transverse diameter is the important measure. 
ment, as far as engagement of the vertex is coneerned. Without x-ray pelvimetry 


in these cases the estimation of this diameter is guesswork. 
CONCLUSIONS 


1. The importance of x-ray pelvimetry of the superior strait by the 
method recently described should again be emphasized. 

2. By only some such method may the amount of shortening of the 
transverse diameter be accurately estimated. 

3. External pelvic measurements, as far as estimating accurately 
this diameter, are practically valueless. 

4. The importance of the transverse diameter of the superior strait, 
particularly in the simple flat pelvis and in the generally contracted 
pelvis, should be reeognized by all physicians who deliver women. 


NEW HAVEN 


SODIUM AMYTAL IN THE TREATMENT OF THE LATE 
TOXEMIAS OF PREGNANCY 
By Joun H. Moore, M.D., F.A.C.S., Granp Forks, Nortit DaKora 
oo et al., in a comprehensive study entitled, ‘‘Sodium Iso- 
amylethyl Barbiturate in Obstetries,’’ which appeared in THe 


AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY for September, 


1929, ineluded in their report eight cases of eclampsia in whieh this 
drug was used. 

I wish to report four cases of grave toxemia, occurring late in preg- 
naney, in whieh sodium iso-amylethy! barbiturate (sodium amytal) 
played an important part in treatment. 

The first three cases of this series were nephritis complicated by 
pregnaney. Fear of approaching labor added a serious mental hazard 


to these patients who, at best, were poor obstetrie risks. 


REPORT OF CASES 


Case 1.—Mrs. J. S., gravida i, para 0, white, aged twenty-five years. Estimated 
confinement July 8, 1929. Her nephritis dated from an attack of searlet fever in 
1924. She had had no prenatal care until two weeks before admission to the 
hospital. At that time she complained of headache and insomnia. The urine con 
tained 3-plus albumin, no sugar, hyaline and granular casts, and her blood pressure 
was 196/100. She refused hospital treatment. Two weeks later, on June 10, 1929, 
she finally consented to enter the Deaconess Hospital. The urine findings were un- 
changed. Her blood pressure was 208/110, hemoglobin 78 per cent (Dare), Wasser- 
mann negative, and blood urea, 80 mg. The fetus was estimated to be about eight 
months’ gestation and was in good condition. 

On the morning of June 11, 1929, she appeared very nervous and apprehensive. 


There was twitching of the muscles of the face. It was deeided to induce labor 


ire. 
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and 1 gm. of sodium amytal in 10 ee. of sterile distilled water was given 
intravenously at the rate of 1 ¢.e. per minute. Four minutes after the injection 
was started, she was sleeping quietly and at the end of the injection she was well 
relaxed, her blood pressure was 170/100, respirations 20 and very quiet and pulse 
g0 and of good quality. 

At 9 A.M. cervical pack and catheters were inserted. The patient strained slightly 
when the cervix was grasped with tenaculum forceps and a weak nitrous oxide- 
oxygen mixture was given for five minutes. In the light of subsequent events, 
this gas anesthesia seemed superfluous. She was returned to her room with a 
blood pressure of 186/112. Labor began one and one-half hours later. Scopolamine, 
0.00033 gm. was given by hypodermie at 12:45 pM. At 3 P.M. her condition sug- 
gested moderate shock. The skin was cold and there was considerable pallor, blood 
pressure 140/80, pulse 70 and of fair quality. There was no evidence of hemorrhage 
and the heart tones were good. External heat was applied and eaffeine sodio- 
benzoate, 0.066 gm. was given by hypodermie. Labor was temporarily delayed but 
at 8:37 p.M. she delivered a female infant weighing 5 pounds, 8 ounces. She was 
given scopolamine, 0.00033 gm. two hours before the birth and nitrous oxide- 
oxygen anesthesia for a few minutes late in the second stage. The patient awakened 
twelve hours after the delivery with no knowledge of the induction of labor or of 
labor itself. The baby showed no asphyxia at birth and weighed 5 pounds and 10 
ounces on discharge the twelfth day. The mother made a satisfactory afebrile 
convalescence but two months later still showed residual nephritis with a moderate 


hypertension. 


Case 2.—Mrs. L. L., gravida ii, para 0, white, aged twenty-nine years was, by a 
coincidence, admitted to the hospital on the same date as Case 1. She had had 
nephritis since 1923. I first saw her in April, 1928, when she was brought to the 
hospital in the second stage of labor and delivered a six months’ macerated fetus. 
She continued under medical treatment for most of the summer of 1928. Future 
pregnancies were interdicted. In December, 1928, she again came for treatment, 
stating that her last menses had occurred October 28, 1928, and that she would do 
anything required of her in the line of treatment except that she would not permit 
a therapeutic abortion. Despite prenatal care, her nephritis became progressively 
worse. On admission to the Deaconess Hospital her blood pressure was 186/120, 
there was generalized edema and the urine contained 2-plus albumin, granular casts, 
pus and blood. Her hemoglobin was 76 per cent (Dare), R.B.C., 4,010,000; W.B.C., 
14,200; blood urea, 76 mg.; Blood creatinine, 1.52 mg., and Wassermann negative. 
The fetus was estimated as being close to the end of the seventh month of gestation. 
Conservative treatment was employed for a few days to improve the chances for the 
baby. On the late afternoon of her fifth hospital day the patient developed severe 
epigastric pain and a violent headache. Her blood pressure was 200/120. Her re- 
markable fortitude suddenly left her and she became hysterical. One gram of sodium 
amytal was given intravenously as in Case 1 and labor was induced by means of 
cervical pack and catheters with no additional anesthesia. She slept soundly all 
night but had uterine contractions at ten-minute intervals. Her blood pressure was 
180/100. Twenty-four hours later the pack and catheters were removed and 
amnesia was continued by scopolamine in doses of 0.00066 to 0.00033 gm. by hypo- 
dermic. Labor was terminated by low forceps delivery under ethylene-oxygen anes- 
thesia. The premature male infant weighed 3 pounds, 12 ounces. The mother was 
discharged on June 30, 1929, after a reasonably satisfactory convalescence. Her 
highest temperature, 99.6° F., occurred twelve hours after delivery. The baby was 
discharged on July 13, 1929, weighing 5 pounds, 2 ounces. In October, 1929, the 
mother stated that she was feeling fine although she had slight albuminuria. The 
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baby was the picture of health, though he had had an inguinal herniotomy done 
when he was two months old. 


CasE 3.—Mrs. M. G., gravida i, para 0, white, aged thirty-four years was ad- 
mitted to the Deaconess Hospital on June 29, 1929, with a severe toxemia of preg- 
naney at seven months’ gestation. Her nephritis began in 1926. She had had no 
prenatal care. The urine output had been scant for the preceding three weeks and 
during the three days prior to admission she had complained of visual disturbanees 
and headache. There was extreme generalized edema, a uremie odor to her breath 
and the blood pressure was 172/104. The fetus was in good condition, A 
catheterized specimen of urine boiled solid and was loaded with coarse and fine 
granular casts, renal epithelium, pus and blood. The hemoglobin was 76 per cent 
(Dare), R.B.C., 4,390,000; W.B.C., 14,100; blood urea, 70 mg.; blood creatinine, 
0.805 mg., and Wassermann negative. Her condition appeared so eritical that she 
was placed on supportive and eliminative treatment in which intravenous injections 
of glucose solution played an important part. On July 4 her edema had largely 
disappeared, her blood pressure was 138/84 and she had passed 3120 ¢.c. of urine in 
the twenty-four-hour period. On July 9 she became despondent and insisted that 
she would surely die. Her blood pressure was 176/120, blood urea 84 mg., and blood 
creatinine 1.9 mg. She was erying constantly. She was given 0.5 gm. of sodium 
aumytal intravenously in preparation for the induction .of labor. There was an 
abrupt drop in blood pressure to 120/74 and for a moment the patient’s condition 
appeared alarming. Marked pallor developed but sweating did not occur and the 
pulse rate did not rise above 100. There was no dyspnea or vomiting. Ten minutes 
later her blood pressure was 150/100 and cervical pack and catheters were inserted 
without additional anesthesia. She slept quietly all night, though uterine contrae 
tions occurred with increasing frequency. A male infant of about seven and one-half 
months’ gestation was delivered about twenty-six hours after the induction of labor. 
Amnesia during labor was continued with scopolamine and ether was used for the 
delivery. The baby weighed 4 pounds and was in excellent condition. The placenta 
showed numerous large and small yellow infarcts and one large fresh thrombus. 
Convalescence was slow although the temperature did not go above 100.4° and that 
on the fourth postpartum day. The baby weighed 4 pounds, 114% ounces on dis- 
charge, July 30, 1929. In October, 1929, the baby was in splendid condition and 
the mother felt well although she showed unmistakable signs of a latent nephritis. 

The fourth case in this series is the only one who showed all the 
symptoms and signs of eclampsia but the intravenous and oral admin- 
istration of sodium amytal gave such excellent results in this case that 
| am prompted to report it. 


Case 4.—Mrs. I. S., gravida iii, para ii, white, aged thirty-six years, was admitted 
to the Deaconess Hospital after an automobile ride of some thirty miles during 
which she had a convulsion. Her previous history was negative. A physician saw 
her for the first time during this pregnancy at the onset of the eclamptie attack and 
gave her morphine sulphate 0.033 gm. by hypodermic before sending her to the 


hospital. 


On admission to the hospital her blood pressure was 232/136. There was gen- 
eralized edema, moderate stupor, twitching of the muscles of the face and left arm, 
and a decided uremie odor to the breath. A catheterized specimen of urine boiled 
solid with albumin and contained coarse and fine granular casts, a moderate amount 


of pus and numerous red blood cells. Her hemoglobin was 87 per cent (Dare), 


One 
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R.B.C., 5,200,000 ; W.B.C., 15,000; blood urea, 88 mg., and blood creatinine, 4.7 mg. 
The fetus was estimated as being about eight months’ gestation and was in good 
condition. 

She was given 0.5 gm. of sodium amytal intravenously. This produced an ap- 
parently natural sleep and her blood pressure came down to 190/124. Glueose was 
given intravenously. She slept all that day and through the night though she eould 
be aroused to take liquids. October 13, 1929, her second hospital day, found her 
blood pressure 226/124, but the patient appeared comfortable. At 3 A.M. the fol- 
lowing morning she became restless and complained of epigastric pain. Her blood 
pressure was 230/140. She was given a tablet of sodium amytal, 0.325 gm., in 
water by mouth. She went to sleep and had to be aroused at 7 A.M. for the ad- 
ministration of castor oil and quinine. Labor began at 2:30 p.m. Sodium amytal, 
0.325 gm. was given by mouth twice during the afternoon and, in addition, scopola- 
mine 0.00066, 2 doses and 0.00033, 1 dose by hypodermic. She was delivered the 
same evening of a male infant of eight months’ gestation, weighing 4 pounds, 
11 ounces. The baby was vigorous, cried spontaneously and showed no evidence of 
asphyxia. Ether was used for five minutes only during the late second stage to 
prevent too rapid a delivery. The patient was returned to bed with a blood pressure 
of 194/112 and awakened four hours later with no knowledge of her labor. The 
convalescence of mother and baby was satisfactory. On discharge October 30, 1929, 


the mother’s urine was normal and the baby weighed 5 pounds, 4 ounces. 


COMMENT 


This series, although small, consisted of patients who were grave 
obstetric risks. The problem of anesthesia as well as analgesia was 
greatly simplified by the use of sodium amytal. No ill effects were 
noted in the four premature infants of these toxie mothers. Two of 
the mothers showed symptoms of moderate shock, one six hours and 
the other ten minutes after the injection of sodium amytal. The de- 
pression in both cases was but temporary and occurred in patients who 
had been unusually nervous and apprehensive before the induction of 
labor. The prompt anesthetic and sustained analgesic effect in all of 


these patients was satisfactory. 
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A REPORT OF 90 CASES OF ENDOCERVICITIS TREATED 
WITH A NEW TYPE OF ACTUAL CAUTERY 


By Haroutp W. Baker, M.D., F.A.C.S., G. STanuey Mines, M.D. 


30sTon, MAss. 


HE objective symptom of endocervicitis is vaginal discharge, The 
following subjective symptoms have been attributed to this disease. 
backache, pelvie pressure, pelvie pain, and nervousness. There is elini- 
cal and experimental evidence that a chronically infected cervix may 
be the foeus of infection causing systemic disturbance, e.g., arthritis. 
Furthermore an infected cervix is a ecaneer liability, especially in 
women who have been pregnant. For these reasons it is as logical to 
treat endocervicitis as it is to treat other foci of infection. It is interest- 
ing to note that of 669 patients seen at the Free Hospital for Women, 
with carcinoma of the cervix none ever had had eauterization and 
of 1408 cauterizations none are known to have developed careinoma.* 
The aim in treating this condition is to remove or destroy the 
glandular tissue of the endocervix. Medical treatment at its best is 
only palliative and fails to afford a cure in the majority of eases be- 
cause the antisepties and ecorrosives fail to reach the bottom of the 
glands. The use of radium is not satisfactory, since, in the doses 
necessary to cure the infection, it may result in stenosis, sterility, men- 
strual disturbance, or the lighting up of a latent pelvie infection. 
Surgery is satisfactory, but there are many cases in which this is too 
radical. 

Cauterization of the cervix by means of the actual cautery has given 
satisfactory results and is a well-established procedure. Red-hot eau- 
terization, however, has the disadvantage of eutting and ecarbonizing 
tissues, with the result that there may be either annoying primary 
hemorrhage, or secondary hemorrhage when the slough of neerotie 
tissue breaks away after a period of six to fourteen days. 

Furthermore carbonized tissue is a heat insulator and prevents pene- 
tration sufficient to effect a cure, unless thorough eauterization is per- 
formed under operating room conditions. Because of those handicaps 
and through a desire to make effective cervical cauterization, the 
author has devised a new type of cautery (see Fig. 1¢). It consists of 
a bakelite handle with a switch in such a position as to be easily 
aeceessible without changing the position of the hand. The curved 
platinum tip is two and one-quarter inches long. The tip is introduced 
into the eervieal canal while cold. When the current is turned on the 

eae rton, Frank A., and Smith, George Van: AM. J. OBST. & GYNEC. 17: 165, 
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endocervix is heated gradually and only a very superficial area (to a 
depth of one mm.) is actually charred. The heat penetrates deeply 
enough to destroy the depths of the glands and to cause thrombosis of 
the blood vessels. There is no primary hemorrhage and in the course 
of one to two weeks the endocervical slough comes away leaving a 
elean granulating surface which will gradually be covered with new 
glandular epithelium from above and with squamous epithelium from 
the portio vaginalis in the region of the external os. 

On account of the slight sensory nerve supply to the cervix an anes- 
thetic is unnecessary since patients experience very little discomfort 


or pain. 


Fig. 1.—Baker Cautery. 


The series herein reported consists of 90 cases of subacute and 
chronic endocervicitis. Forty-eight patients had cauterization without 
anesthesia; the remainder had cauterization performed during opera- 
tions for other causes primarily, but in whom leucorrhea was also a com- 
plaint. It was necessary to eauterize only one patient a second time. 
The patients have been examined three months to one vear following 


eauterization, Results are shown in Table I. 


TABLE I. CAUTERIZATION UNDER AN ANESTHETIC 


NUMBER OF CASES UNIMPROVED RELIEVED CURED 
2 0 6, or 14.2% 36, or 85.7% 


CAUTERIZATION WITHOUT ANESTHETIC 


-UNIMPROVED (UNTIL 


NUMBER OF CASES AFTER SECOND RELIEVED CURED 
CAUTERIZATION ) 
48 lor2% or 104% 42, or 87.5% 


Five patients of this series have become pregnant since eauteriza- 
tion. One misearried in the third month, two had normal pregnancies, 
ending in cesarean delivery, so as not to injure results of previous 
reconstructive operations, and two were normally pregnant when last 
seen, but are now untraceable. Not a single case of stenosis has been 
seen following this type of cauterization. 

The results following the use of this type of cautery have thus far 
been so satisfactory that the instrument deserves more extended appli- 
cation in the treatment of endocervicitis. 


31 Mount VERNON STREET. 
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DIATHERMY IN GYNECOLOGY 
By G. Kourcner, M.D., Cricaco, 


IATHERMY as used in gynecologic work is one of the most 

overadvertised and at the same time one of the most severely 
condemned modalities, depending upon the viewpoint of the authors. 
Controlling observations proved that the extravagant claims for its 
efficacy were not supported by the results obtained and again the sub- 
sequent reaction overshot the mark. This was particularly true of 
gonorrheal afflictions. In such instances misunderstood theoretical 
premises were advanced in order to undergird the overenthusiastie 
clinical reports. 

It was claimed that by diathermie heat gonocoeei can be killed 
within the living tissues without damaging the vitality of the strue- 
tures concerned. As an essential item there was always quoted the 
traditional assertion concerning the hypersensitiveness toward heat of 
the gonoecoccus. However laboratory experiments have proved that if 
cultures of gonococci are exposed to heat exceeding the heat permissi- 
ble in the living subjeet, the overwhelming majority of them will 
remain alive. The direct destruction within the living tissues by heat 
or chemicals of pathogenic germs is still an unsolved problem. 

Whatever is accomplished in this direction is due to the ‘‘changing 
of the soil.’’ This change is brought about by the coextensive collabo- 
ration of two agents; the amelioration of the loeal circulation and the 
attraction thereto of the defensive somatie forees. It is an established 
fact that locally applied diathermy will inerease the cireulation 
and at the same time the macrophages of the reticulo-endothelial 
system are attracted to any area in which an inerease of metabolism is 
established, in this instanee by the diathermie heat. It is true that 
oceasionally in acute gonorrhea quick and definite results may be ob- 
tained by prolonged diathermie applications and that the same modal- 
ity may seeure decided improvement in chronie cases, but in order to 
elean a clear survey of the whole situation it is necessary to analyze 
and serutinize the clinical results. 

The female urethra and the vagina normally show a strong tendeney 
toward eliminating gonorrheal infections and as a rule these organs 
overcome in short order at least the acute stage without any specific 
therapy. It is true enough that the subjective symptoms are in a 
strikingly short time relieved by medical diathermy and very often the 
subsidence of the discomfort is taken for a eure, which of course in 


many instances is an erroneous supposition. 


*Read at a meeting of the Chicago Gynecological Society, June 21, 1929. 
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The same holds good of acute gonorrheal endocervicitis, 

Medical diathermy alone will almost never cure chronie gonorrheal 
endocervicitis or endometritis, but it is a very powerful support to the 
routine treatment. The principles of the technic of administering 
diathermy deserve some discussion. The introduction of an active 
electrode into the urethra or cervix or uterine cavity is not only apt to 
produce serious complications but is also entirely unnecessary. Intra- 
urethral electrification is not only very painful but also apt to produce 
periurethral abscesses and occasionally perforation of the urethral 
wall. The intrauterine administration of high frequency currents is 
quite often followed by extensive parametritis and perimetritis, the 
development of ovarian abscesses and pyosalpinx with all the dangers 
of pelvie peritonitis. It is absolutely unnecessary to take such chances 
because the intimate apposition of the active electrode to the urethra, 
respectively cervix and uterine body, permits the operator to develop 
within these organs any desired degree of heat. These facets were 
experimentally proved. 

It may be useful to mention a rather common error. It is believed in 
many quarters that the results in diathermy are proportionate to the 
degree of heat developed. It must be understood that heat carried 
closely to the physiologie limit, though not producing coagulation, 
causes precipitation of the globulins within the eells, thus impairing 
their vitality. The patient during the application of diathermy should 
report a distinct sensation of warmth but not of heat, in the latter case 
the amount of current has to be reduced. 

Another important factor is the length of each seanee. Each sitting 
must extend over at least thirty minutes. With the rising tolerance of 
the patient this time is progressively extended up to one to two hours. 

In chronie endocervicitis and endometritis the diathermization is 
followed by a decided increase of secretion which has to be taken care 
of by antiseptic tampons. 

Emptying of the bladder and rectum previously to the treatments is 
imperative. 

It may be truthfully asserted that the combination of the routine 
treatment with diathermy and aseptie protein-shock, furnishes definite 
relief in a good many instanees of chronic gonorrheal endocervicitis 
and endometritis that resisted all other therapeutic efforts. 

While in chronie parametritis and perimetritis the administration of 
medical diathermy certainly shortens the time of absorption, the most 
salubrious effect of this modality is shown in acute and subacute cases 
of this kind. There is nothing that so quickly relieves the suffering of 
the patient as the application of heat produced by high frequency 
currents. The theoretic objection that diathermy should not be ad- 
ministered if there is any suspicion of infiltration is not supported by 


st 
‘ly 
I's, 
its 
b- 
of 
al 
1¢ 
f 

t 


552 AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


clinical experience. Even if diathermy would produce a melting down 
of a parametric exudate such an event would simply pave the way for 
colpotomy and definite cure. 

Surgical diathermy has a wide field of usefulness in gynecologic 
work. 

Chronically infiltrated periurethral glands and ducts are quickly 
and definitely obliterated by electrocoagulation with a fine wire, Soe. 
tholin glands may be readily excised by the electrie knife and the 
sterilization of the resulting surfaces enables the operator to close 
tightly the excision wound with an exeellent chanee for primary 
reunion. 

The destruction of urethral caruncles by eleetrocoagulation fur- 
nishes excellent results. This method is rapid and bloodless, and does 
immediately away with all the well-known bothersome symptoms. 
Exfoliation of the seab and epithelialization is obtained in from eight 
to ten days. 

Electrocoagulation is of signal value in dealing with recurrences 
after removal of cancerous uteri by hysterectomy and in primary 
inoperable cancers of the portio and cervix. 

Electrocoagulation immediately does away with the lancinating 
pains, with the foul discharge and hemorrhage, while the combination 
with radiotherapy furnishes definite results in a surprisingly large 
number of instances. The insertion of the radium container follows 
immediately the electrocoagulation, thus taking advantage of the influ- 
ence of the rays of the zone of reaction around the coagulation, the 
so-called perithermie zone, which in short order is inundated by the 
defensive cells of the reticulo-endothelial system. This procedure har- 
monizes with the modern views on cancer therapy which consider the 
general systemic reaction to be of prime importance. 

Whether or not this combined method should be substituted for 
hysterectomy in operable cases is a matter of future consideration. 

Surgical diathermy of cancers of the female bladder has established 
its superiority over other methods in the same way as in dealing with 
malignancy of the urinary bladder in the male. 


108 NokTH STATE STREET. 
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PREGNANCY IN A BICORNUATE UNICOLLIS UTERUS WITH 
THE CHILD OCCUPYING BOTH HORNS 
By Joun Josepn Ginn, M.D., F.A.C.S., Cricago, Ibn. 
RS. M. L., white, well nourished, American woman, store clerk, born in 1901. 
Her early history is of negative value as also is the family record. She had 
her first menstural period in 1914 and married on May 21, 1921. Her periods had 


always been regular, twenty-eight day type, moderate amount, painless and of five 
days’ duration, the last regular one appearing January 1, 1926. Then from February 
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1, 1926, she flowed continually but not profusely, very dark with small clots, f; 


quent backache but no pains, and no leucorrhea. She slept well and had a goog 
appetite. Examination on April 5 revealed a bloody vaginal discharge, perineum 


intact, cervix soft and swollen, body of uterus was enlarged about like 


a two 
months’ pregnancy. To the left and attached to the uterus a large soft mags 
could be palpated, which I diagnosed as tubal pregnaney. A laparotomy was pe 


formed by me on the following day. 

At operation the pelvis was explored: A bicornuate uterus was found with ; 
pregnancy in the left horn, the right ovary contained a large corpus luteum eyst, 
The appendix was removed and the abdomen closed. Spontaneous abortion occurred 
nine days later. The patient left the hospital April 19, 1926, in good condition, 

Her general health continued good and periods regular until October 26, 1928, 
when her second pregnancy began. Life was first felt on March 12, 1929. Fo 
the first three months there was slight bleeding and no nausea, progress was norma 
until June 21, when she entered Wesley Memorial Hospital on account of uterin 
bleeding. A roentgenogram at this time shows the fetus as if swung in a hammock 


with the head and arms in the left horn and breech in the right horn of the uterus. 


(Fig. 1.) On the following morning a low flap cesarean section was done, delivering 
a five and three-fourths pound baby girl. A large placenta weighing one and on 


half pounds occupied the lower uterine segment. 

The mother ran a stormy convalescence for seven days, at the end of which tim 
she developed a severe hemorrhage, pallor, blurred vision, thirst, air hunger, and 
tingling of the skin. (Red cells 1,700,000, white 25,050, hemoglobin too low t 
read. At this time she was transfused with 500 ¢.¢. of the husband’s blood and 
made a rapid and complete recovery. Mother and child in good condition returned 
home July 14, 1929, 


After such a harrowing experience and upon reading the reports 
of other cases, | doubt if one is justified in leaving in the pelvis (even 
though the patient may want more children), such a poorly developed 
uterus to threaten with another pregnancy her life. 


5708 HARPER AVENUE. 
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UTERUS BICORNIS UNICOLLIS WITH ATRESIA AND 
HEMATOMETRA OF ONE HORN 


By W. H. Grant, M.D., ANp Davin Rose, M.D., Boston, Mass. 


(From the Gynecological Department, Boston Dispensary) 


HIS case is reported beeause of associated congenital anomalies as 
well as the comparative seareity of similar cases in the literature. 
Uterus bicornis is not, per se, an unusual or rare condition. Various 
classifications as to type and origin have been made which do not need 
further discussion at this time. <A seareh of the literature reveals a 
comparatively small number of cases which fall under the class in 


which this ease is listed, 


Maclean! in 1911 reported a case of dysmenorrhea due to hematometra of one 
horn of a biecornuate uterus. Robinson? also reported a case in that year. In 
1912 Oliver? reported a ease. Sehwartz* in 1918 reported another case. Subse- 
quently Nemes® reported one in 1921 and in the same year another was contributed 
by Champel.© From this it may be seen that reported cases of this condition are 
not abundant. 

Case Report.—I. F., a seventeen-year-old Jewish girl was referred from the 
Medical Department of the Boston Dispensary to the Department of Gynecology for 
investigation of an abdominal tumor. 

Father has cerebrospinal syphilis. One sister in an institution for the feeble- 
minded. Mother living and well. 

Patient born with an anomaly of the right lower extremity, which consisted of a 
double foot with a single heel, with the main foot in equino varus. The right knee 
had a deformity, with the knee in 160° of flexion which was maintained by a web 
extending from the tuberosity of the ischium to the heel. Several operations and 
manipulations were attempted to correct the deformity but with poor result and two 
years ago she had the leg amputated above the knee. Has had usual diseases of 
childhood. Four years ago she had her tonsils and adenoids removed. Three years 
ago she had an appendectomy for a ruptured appendix. Menarche at fourteen years 
of age, irregular, occurring every one to five months, duration seven days, using 4 
napkins per day. Severe pain was experienced during the entire period. 

For the past two years, since her appendectomy, she has been having severe pains 
in the right lower quadrant. The pain was sharp, intermittent, and localized, start- 
ing in the pelvis and radiating up and around to the back. These attacks were 
often associated with nausea and vomiting. During this time she had noted a swell- 
ing of the abdomen. A rounded mass was found filling the lower abdomen and 
extending to the umbilicus. It felt hard, smooth and somewhat elastic. Pelvic 
examination revealed a small cervix in back of the mass, and to the left of which 
there was a smaller mass apparently connected to the larger one, and on top of 
which a suleus was found. 

A diagnosis was made of ovarian cyst with a possibility of sarcoma. 

Operation: Under ether anesthesia midline incision was made. The right 
pelvis was found to be filled by a ecystie mass the size of a grapefruit, with its 


origin of attachment on the right. The mass was firmly fixed by dense fibrous 
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adhesions. During the course of freeing the adhesions the tumor ruptured spilling 
a large quantity of thick chocolate colored fluid. The cyst was removed entirely 
although not intact. The tube of that side, which had been attached to the tumor, 
was also removed. A uterus of apparently normal size and consistency was found 
in midpelvis, in anterior position. The left ovary appeared normal, as did the 
left tube, but, below the ovary and merging with the tube was a pear-shaped mass 
about two inches lone which seemed to terminate at the junction of the uterine 
corpus and cervix. A small piece of tissue was excised from the mass for microscopic 
examination. Following excision a canal was noted traversing the mass and ap- 
parently emptying into the uterocervical canal. 

Pathological Report.—Wematosalpinx and hematocyst of ovary. Chronic salpin 
gitis, perisalpingitis, and periovaritis. Simple eyst, questionable hydatid of tube. 
Unfortunately the bit of tissue removed from the small mass was lost 
examination obtained. 


and no 


From our findings we concluded that we had a uterus in normal size and position 
with an accessory uterus budding out on the left at the junction of the uterine 
corpus and cervix, merging above with the left tube and ovary. 

The patient made an uneventful convalescence. Examination three weeks after 
llischarge from hospital revealed a small uterus in position, with a nontender mass 
the size of a goose egg, in the right vault. Five weeks later the patient returned 
to the elinie complaining of severe pain associated with a flow which had started 
two weeks ago and lasted for one week. The pain persisted even after the period, 


and was practically constant, sharp, and localized in the right 


lower quadrant, 
radiating around to the back, and across the abdomen. Examination now revealed 
a mass the size of a large orange, oceupying the right vault and pushing the 
fundus to the left. Believing this might be an implantation from the eyst which 
had been ruptured during the course of its removal at the previous operation, we 
advised another operation. 

Operation.—Under ether the abdomen was opened. The pelvis contained a mass 
of adhesions involving omentum, intestine, and pelvie organs. After considerable 
difficulty in freeing the structures a mass was developed which oceupied the middle 


and right portions of the pelvis. This was about 6 inches long and 3 inches wide, 


hourglass in shape, and attached deep in the long axis of the pelvis. It was firm, 


and eystic, having a thick wall of what appeared to be muscular tissue. To the 


left of this was a tube and ovary. The ovary was larger than normal and eystic 
in character. Below and adherent to the ovary was a pear-shaped mass about two 


inches long which merged into the larger mass on the anterior left lower pole. 
Owing to the condition of the patient further investigation was not permissible, and 
the entire structure was extirpated. No canal was demonstrable when the large 
mass was cut away, but on removing the smaller, a lumen was found opening into 
the cervical canal. The patient left the table in moderate shock. 
the large mass was incised and found to be filled with 
eolored fluid. 


Postoperatively 


a thick stringy chocolate 


Pathological Report.—Bicornuate uterus with atresia and hematometra. Chronie 
pelvie peritonitis. Multiple lutein evsts of ovary. 


The patient made a good recovery, and at the time of writing September 14, 
1929, which is nine months after operation, she is well and has no complaints. 
Pelvie examination showed cervical stump high in pelvis and vaults free of masses. 

Note: Seen March 8, 1930; no pains or discomfort except moderate hot flushes. 

The interesting features in this case are the association of congenital 
anomalies, namely, the double right foot with flexion deformity of the 


right knee, and the pelvic anomaly. Another feature is the fact that 
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menstruation took place through the small bud-like uterus on the left 
side, while the larger atretic horn which occupied the position of the 
normal uterus apparently did not secrete until the removal of the right 


tube and ovary, which seemed to stimulate the secretory glands with a 


resultant hematometra. The occurrence of the large hematocyst which 
oeeasioned the first operation is also noteworthy. It would seem from 
the family history that syphilis may have been an important etiologic 
factor. 
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A CASE OF STATUS EPILEPTICUS FOLLOWING A NORMAT, 
LABOR 


By NormMAN R. KretzscuMar, B.S., M.D., ANN ArpBor, Mict. 
Instructor in Obstetrics and Gynecology, University of Michigan 


(From the Department of Obstetrics and Gynecology, University of Michigan) 


PILEPSY in relation to menstruation has long been well studied 

but its relation to pregnaney and labor in general has not been so 
widely diseussed. The subject is important not only from the point of 
view of the effect of pregnancy on epilepsy and epilepsy on pregnaney 
but also from the point of view of diagnosis, especially in cases where 
epilepsy has its onset during pregnancy. 

In regard to the relation of pregnancy to epilepsy, it has been ob- 
served in several series of cases that there is frequently a definite but 
not constant effect. Epilepsy in some eases is improved by pregnancy 
in others the attacks become more frequent and in some the most 
severe form, status epilepticus or serial epilepsy, has been the result. 
Nerringler in observing 92 women found that 28 per cent were im- 
proved or had a cessation of symptoms while 35 per cent were made 


‘““There are undoubted cases on reeord 


definitely worse. Turner states, 
in which fits have been permanently arrested by pregnancy, and others 
in which a temporary remission has been observed; but it is more com- 
mon to find a relapse of the attacks, or the conversion of the minor 
type of the disease into the combined major and minor type.’’ To this, 
one should add also the conversion to the serial type or status epilepti- 
cus or the occurrence of convulsions in rapid succession over a varying 
period of time. 

Jardine in 1907 reported a ease of status epilepticus which was fatal 
to both mother and child and one year later reported another in which 
the convulsions started before delivery but did not become so frequent 
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as to be of the serial tv pe until later. The mother died but the ehild 
Was apparently normal. The patient had a total of 318 attacks over a 
period of four days. 

Waldstein lately has reviewed the literature of this subject and 
reported a case of status epilepticus. His conclusions in general were 
that epilepsy rarely has a detrimental effeet on pregnaney and gesta- 
tion seldom makes epilepsy worse. In his case of status epilepticus a 
cesarean section was done in an effort to save the child. The child 
lived and was apparently normal but the mother started to have at- 
taeks thirty hours after operation which recurred at five to thirteen 
minute intervals until she died two and one-half days later, 

In 17 women with epilepsy observed at the University Hospital there 
were a total of 28 pregnancies. The findings in this series of cases may 


be summarized as follows: 


Pregnancy had no apparent effect on epilepsy in ll eases 
Epilepsy was made definitely worse in 2 cases 
Epilepsy was definitely improved in 1 ease 
Epilepsy had its onset during pregnaney from no other apparent 

eause in euses 
There was a history of definite association of epilepsy with 


menstruation in 

From this small series of eases it is clearly seen that in general, one 
would expect to find no change in a patient with epilepsy during preg- 
naney. There were, however, two eases in which the epilepsy had its 
onset during pregnaney and two which were made definitely worse. 
This makes a total of four or 24.5 per cent of the above series in whieh 
pregnaney was harmful and there was only one case or 5.8 per cent in 
which any improvement was noted. These figures, although they do 
not correspond with Nerrlinger’s, serve to emphasize the same point, 
that in cases where epilepsy is affected it is more apt to be made worse 
than it is to be improved. 

The differential diagnosis between epilepsy and eclampsia may some- 
times be difficult, especially where the epilepsy has its onset during 
pregnaney. If there is a history of previous convulsions and there is 
an absence of or only a small quantity of albumin in the urine, and the 
blood pressure is at or near normal, the diagnosis of epilepsy could be 
made with relative safety. If, however, the previous history is nega- 
tive and the onset of the convulsions is fairly late in pregnaney, it is 
more difficult. The seizures of eclampsia and epilepsy are practically 
identical in appearance and very frequently the blood pressure is ele- 
vated and albumin is present in the urine of epilepticus postparoxys- 
mal. In this type of case the diagnosis must be made largely upon the 
severity of the albuminuria, the height of the diastolic reading in the 


blood pressure and on the presence or absence of other findings sug- 
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vestive of eclampsia, mainly edema. In some eases the final diagnosis 
may rest entirely upon the subsequent history. Only a very small 
percentage of the cases of eclampsia have subsequent convulsions 
while most of the cases of epilepsy reported to have had their onset 
during pregnaney continue to have seizures for some time after deliv- 
ery and in subsequent pregnaneies. 

The treatment of epilepsy during pregnancy is the same as that of 
epilepsy in general, chiefly the administration of luminai. In eases 
where status epilepticus develops the treatment is more difficult and 
much less satisfactory. If the condition develops in the antepartum 
patient, it vravely endangers the life of the child and for this reason 
Waldstein believes that cesarean section should be done. In regard to 
the mother very little benefit has been obtained from anything so far 
advanced. Drugs seem to have very little effeet but luminol by mouth 
and sodium luminal hypodermically in fairly large doses, that is, up to 
iwo grains, seem to be of some benefit in decreasing the convulsions. 
General anesthesia may help in the same respect. The most important 
aspect of the treatment is to combat the exhaustion which follows the 
rapidly repeated convulsions. This may be effected by giving fluids, 
saline and glucose by hypodermoclysis, by the intravenous route and 
by rectum. It may be said finally that almost invariably when the 
serial form of the disease develops, the outcome is fatal regardless of 
the treatment. 

Since it seems desirable to place on record every ease of status epi- 
lepticus complicated by pregnancy, the following is reported. 


The patient, No. 207530, an unmarried woman eighteen years of age, entered the 
Maternity Ward on Dee. 4, 1928, with a chief complaint of pregnancy with attacks 
of unconsciousness. There was no history of any organic disease or similar nervous 
condition in the family. 

Patient stated that as a child she was not well but does not remember what 
diseases she had. She said she had worn glasses since the age of fourteen because 
her eyes ached but had not been helped much. She had occasional head colds. 

Menstruation began at thirteen, regular, of the twenty-eight day type, pain 
moderate. Last period was in April or May, 1928. 

She stated that she had had spells since the age of five. She did not remember 
anything unusual happening at the onset. From the beginning the attacks first 
affected her right side, the head turning to the left and jerking to the right. She 
had no warning of the attacks, which were generally followed by deep sleep. At 
times she fell during these attacks and sometimes bit her tongue. She was not 
incontinent during the attacks. 

She stammered during her early life and at one time lost her speech entirely for 
one year. After she recovered her speech she stammered only when excited. 

Examination showed a well developed young adult female of normal stature. 
The patient seemed to be somewhat retarded mentally and reacted slowly to ques- 
tions and orders. The eyes were negative except for a fine rapid nystagmus on 
lateral deviation of the eves. Heart and lungs normal. Blood pressure, 106/70. 
The abdomen was distended by a pregnaney of about eight months’ duration, other- 


Wise negative. 
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She held the left arm stiff because she said it was painful to move it. On dis. 
tracting her attention almost a complete range of motion could be obtained with- 
out the patient complaining. Reflexes normal. 

Urine, normal. Kahn test negative. Vaginal and cervical smears negative for 
gonorrhea. 


On December 7, the patient became semicomatose and could not be aroused. The 
condition lasted for about two hours after which she appeared normal but about seven 
hours later again became semicomatose. This condition was unaccompanied by any 
twitching or jerking. She was transferred to the Department of Neurology. While 
on that service 1 er, of luminal b.i.d., which the patient had been taking for 
several years was discontinued. The drowsiness cleared up but epileptie seizures 
appeared. At one time she had ten within forty-five minutes. After the attacks 
appeared, she was again placed on luminal 4% er., b.i.d., which controlled the 
attacks. 

On January 15, the patient went into labor and was delivered in about five hours 
of a healthy full-term female child. She sustained a second degree laceration which 
was immediately repaired. soth mother and baby were in good condition after 
delivery. At 9:00 P.M. on January 16, sixteen hours after delivery, the patient 


began having convulsions with both tonie and clonic phases. The convulsions were 


repeated in rapid succession for one and one-half hours, and she became comatose, 
and could not be aroused. The systolic blood pressure during the convulsions was 


80, the diastolic could not be obtained. <A catheterized specimen of urine was 


negative for albumin. She was given hypodermic injections of luminol, 1 gr. The 


coma continued and the next morning January 17, the pulse which had been of 


good quality and 120 rose rapidly to 180 and became weak and thready. An attempt 


was made to give intravenous dextrose but without success. An incision was then 
made and the vein exposed and dextrose solution given (500 ¢.e.). She was also 
given caffeine and digifolin but there was no improvement and the patient died at 
1:30 P.M. 

The child appeared perfeetly normal. She showed a normal gain in weight 
and at no time during her stay in the hospital did she show any 
epilepsy. 


evidence of 


Fortunately a postmortem was obtained and from Professor A. S. Warthin’s 
detailed report the following abstracted: 

In a localized area on each frontal lobe about 3 em. from the most anterior part 
there was a thickening of the meninges over an indurated area in the cortex. The 


cerebrum showed moderate congestion and edema throughout. The gray matter 


The anterior part of both 
lobes appeared definitely atrophied and on palpation seemed slightly firmer than 


seemed to have proportionately diminished throughout. 


other areas. On the left side beginning just below the longitudinal fissure and about 
4 em. back from the most anterior part of the lobe there was a firm streak extend- 


ing down toward the base for about 3 em. This area of cortex was thinned, mueh 


atrophied and there was increased firmness of the white matter beneath it. This 
suggested a gliosis of very long standing. On the right side in almost exactly the 
sume area the cerebrum presented a similar appearance. Grossly the brain was 
otherwise negative. 
Microscopic Examination. 3rain substance showed atrophy and passive conges- 
tion. Areas of atypical gliosis, which were course fibered and in part without 


ganglion cells. Cross-section of the firm linear structure in the cerebrum showed 


it to be a convolution represented by such atypical gliosis. In part this region 
showed a very marked edema with liquefaction. Over this region there was 4 


marked thickening of the meninges without phagocytosis of hemosiderin or other 


evidence of trauma. 
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Final pathologie diagnosis: ‘‘Status epilepticus,’’ localized areas of atrophy 


in both frontal lobes with gliosis. Bilateral acute purulent bronchitis and broncho- 
pneumonia. 3ilateral chronic purulent pyelitis. Cloudy swelling of liver and 


kidneys. Acute passive congestion and parenchymatous degeneration of all organs. 


Thymico lymphatic constitution. 


Conelusions from this and other cases reported. 

1. Pregnaney may be the exciting cause of epilepsy. 

2, Pregnaney frequently makes epilepsy more severe and rarely pro- 
duees status epilepticus or serial epilepsy. 

3. The treatment of epilepsy when associated with pregnaney does 
not differ from the treatment of epilepsy in general exeept when the 
condition seems to have been made worse. The patient should be more 
closely observed and the treatment made more intensive. 

4, Status epilepticus in the antepartum patient gravely endangers 
the life of the child and cesarean section is at times indicated. 

5. Status epilepticus is almost invariably fatal to the mother regard- 
less of treatment. 
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A thoracopagus with equal development of the parts was born of a primipara, 
twenty-six years old. The diagnosis was not made even though x-ray pictures had 
been taken. The monster could not be extracted intact, necessitating evisceration of 
the first portion presenting, with dismembering of the body and craniotomy. The 
other individual came out easily after this procedure. The patient’s recovery was 
uneventful. 

The author reviews the literature. He believes that when spontaneous delivery 
is possible the ideal presentation in these cases is 2 footlings. All 4 feet should 
be brought down, and the breeches extracted in an oblique diameter. The feet 
should then be brought up as far as possible toward the mother’s abdomen in order 
that the heads fall toward the sacrum. Rupture of the uterus and large tears are 
the dangers in delivery. Cesarean section should not be performed as the thorac- 
opagus generally dies, either just before or immediately after birth. 


FRANK SPIELMAN. 
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CLIMACTERIC BLADDER IRRITABILITY 
By Frep LINpENBERG, M.D., Los ANGELES. CALIF. 


ROM a review of the urologie literature it appears that very little 

attention has been paid to the subject of autonomic bladder irri. 
tability. Before the advent of the eystoseope, the diagnosis of blad- 
der irritability was used much more extensively. However, the recog- 
nition of organic lesions in the bladder itself, or higher up in the 
genitourinary tract, by means of this instrument, has reduced the ap.- 
parent frequency of this condition. The diagnosis, autonomie bladder 
irritability, should be made only by the process of exelusion, in the 
absence of any demonstrable pathology of the genitourinary tract or 
organie nervous system. At the present time the term autonomie blad- 
der irritability or habit frequeney is applied by all investigators to 
those vesical conditions which are of unknown (probably nervous) 
origin. 

I have reason to believe that a certain number of these conditions 
may be clarified by the recognition of the type of nervous disorder. 
I have in mind those eases of bladder irritability which oeeur in 
women in, or near, the climacteric. As a symptom, bladder irritability 
is frequently found aecompanying the more generally known eom- 
plaints of the menopause, e.g., cardiovascular, vasomotor, menorrhagic 
disturbances. However, the symptoms of the menopause are manifold 
and their respective severity may vary to a great degree. One symptom 
may be outstanding to the exelusion of all others. More commonly it 
is a menorrhagia, a vasomotor disturbanee, or cardiovascular com- 
plaints. These are easily recognized to be pathognomie of the meno- 
pause. But not infrequently those disturbances which are usually less 
pronouneed, as bladder irritability, or pruritus vaginae may be the 
outstanding characteristics of climacteric disturbances to the exelusion 
of all other ones. 

If these symptoms of the genitourinary group manifest themselves 
independently in women of this age the etiology is seldom recognized 
as being climacteric. 

It is this irritability of the bladder during, or near, the menopause 
whieh I wish to discuss. Allow me to illustrate my point by deserib- 


ine two characteristic histories. 


CasE 1.—Mrs. J. W., forty-nine years of age, married twenty-five years, never 
pregnant, well until five years ago, when she started to have increased menstrual 
bleeding, frequency in urination, and tenesmus. Her physician found on exam- 
ination a uterine fibroid the size of a small orange. She was informed, in as much 


as no organic pathology was found in the bladder, and since the fibroid might have 
eaused the bladder irritability by pressure, that with the removal of the tumor she 


would be alleviated. Subtotal hysterectomy including the extirpation of both 


*Read before the Urological Section, Los Angeles County Medical Association, 
January 8, 1929 
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ovaries was done. The operation revealed an intramural fibroid the size of a 
small orange in the body of the uterus. Following this the bladder disturbances 
heeame extremely severe, and frequency occurred about every fifteen to thirty 
minutes. The patient was referred to me on August 3, 1928. I was informed that 


go she was having ‘tenesmus and frequency which 


since her operation four years ag 
has been gradually getting worse so that she had an urgency every fifteen minutes. She 
had become extremely nervous and has had to retire from social activities entirely. She 
had been under the care of several different urologists and was told that her con- 
dition was merely bladder irritability and habit frequency with no organic lesion 
anywhere in the genitourinary tract. Palliative measures were used with little 
relief. Gynecologic examination revealed a firm perineum, a narrow vaginal outlet, 
a narrow, funnel-like vagina with colpitis granularis, no cystocele and a nulliparous 
cervix. A small earunele was found at the external urethra. Urine was clear, 
slightly acid, specifie gravity 1018, and sugar and albumin absent. Cystoscopy 
revealed a normal picture of the bladder. 

In examining this patient it was conspicuous that the vagina had undergone 
atrophic changes to such a degree as was inconsistent with the age of the patient. 
It occurred to me that this might have been due to the ovarian deficiency and that 
the bladder irritability was an atypical symptom of the climacteric syndrome. ‘The 
patient immediately received whole ovarian extract (2 ©.) intramuscularly and 
calcium chloride solution (10 per cent), 5 ¢.c. intravenously. She noticed an im 
provement of her condition within two days. She received this treatment twice a 
week for two months thereafter, gradually discontinued, with simultaneous disap 
pearance of disturbances. Within four months she was free from all symptoms and 


has resumed her daily duties. 


Cask 2.—Mrs. A. E. D., forty years of age, three children, youngest nine years. 
Her chief complaints were slight bearing down feeling and frequency of urination, 
every half an hour, of six months’ duration. There was no history suggesting blad- 
der infection or other organic vesical pathology. Uranalysis was negative. The 
cause of her complaint seemed obviously the small cystocele. Anterior and posterior 
colporrhaphy was performed. ‘This plastic operation had a good anatomical result. 
However, while the bearing down feeling discontinued, the bladder irritability did 
not diminish. This patient received ovarian extract and caleium chloride because 
her age suggested the approach of the menopause. This therapy was followed by a 
disappearance of her bladder complaints after several injections. The elassieal 
symptoms of the menopause occurred in this patient only recently, nearly one year 


after the beginning of the genitourinary symptoms. 


COMMENT 


Both patients were in, or near the climacterie age. Their outstand- 
ing complaints were frequency and tenesmus. Other elimacterie dis- 
turbances were absent or not noticeable. Both patients were cured by 
treating the bladder disturbanees as manifestations of the climacteric 
syndrome. 

An explanation of the therapeutic activity in these cases must be 
based upon an understanding of the pathology of the menopause. The 
entire picture of the various manifestations of the climacterium is due 
to one predominant condition, the sympathicotonia. An attempt to 
explain how this is brought about may be made first, by an interpre- 
tation of the endocrine disturbance, and second, by a change of the 
blood chemistry. With the beginning of the menopause the equilib- 
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rium of the internal secretions is disturbed by the exclusion of the 
ovarian hormone. Consequently the antagonistic secretions of the ad- 
renals continue to act uninhibited (unchecked). The adrenals are 
known to exert a definite stimulative action on the sympathetic nery- 
ous system causing the sympathicotonia. The foregoing explanation 
may be considered theoretic. However, the hormones are the chemical 
messengers of the body. The disturbance of the endocrine equilibrium 
is therefore followed by a disorder of the chemical composition. The 
exclusion of the ovarian hormone is accompanied by a decided drop 
of the calcium contents of the blood. Calcium is known to have a 
definite sedative influence upon the nervous system. Therefore, the 
administration of this drug will undoubtedly have beneficial effects 
upon the overstimulated sympathetic fibers, replenishing the depleted 
calcium contents of the blood. Anatomically the unstriped (involun- 
tary) muscle fibers of the urinary bladder as well as the detrusor re- 
ceive sympathetic innervation. I am unable to explain why in our 
eases the sympathicotonia was solely confined to the bladder. From a 
perusal of the urologie literature I have found no mention made of this 
type of independent bladder disturbance. In papers of gynecologie 
interest, however, Werner and Graaf of Vienna have occasionally 
stressed this point. I submit this paper to the urologists in order that 
it may stimulate further interest in this question. 


SUMMARY 

Bladder irritability during the climacteric: (1) is a common dis- 
turbance, usually of minor character, among the more conspicuous 
symptoms. (2) It may be the most outstanding complaint to the ex- 
clusion of the more frequent symptoms. Pollakiuria, that is, tenesmus 
and frequeney during this period of female life should suggest the 
possibility of being of climacteric character. (3) It may oceur with 
or without a cystocele. (4) In women with cystoceles that have been 
operated upon, it may continue after the operation in spite of good 
anatomical results. (5) It is a reflex neurosis of the bladder due to 
an overstimulation of the sympathetic nervous system (Sympathico- 
tonia). (6) If it is of climacteric character it responds promptly to 
measures of therapeutic value in the treatment of the menopause, 
among others, calcium compound and organotherapy. 
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Dr. E. P. SLOAN, BLOOMINGTON, ILL., read a paper entitled The Role of 
the Thyroid in Differential Development. (lor original article see 
page 235, February issue.) 

DISCUSSION 

DR. ANDRE CROTTI, CoLumBus, Onto.—Il was hoping that Dr. Sloan would 
bring to us some facts showing the rédle of the thyroid in uterine development. Of 
course, this is a very difficult thing to do from the experimental standpoint, 
so we are thrown back again upon the conclusions from our observations in life 
concerning thyroid insufficiency. We do not know much about the fetal thyroid. 
We do know that the thyroid of the fetus goes through three very important 
changes, but about the actual funetion of the thyroid in utero we know very 
little. In fact, we do not know whether it functions at all; we assume it 
does but from a scientifie standpoint we do not know. We believe the mother’s 
thyroid supplies the hormone to that fetus. Consequently, the mother’s thyroid 
has a great deal to do with the development in utero, so in the last analysis, 
for all practical purposes, we are thrown back upon the mother for the di- 
agnosis of thyroid insufficiency in the newborn. I must confess there is nothing that 
gives me more difficulty than to diagnose a case of thyroid insufficiency, especially 
during the first vear of life and, as Dr. Sloan has said, it is of the utmost im- 
portance that we should make a diagnosis during the first years of life because a 
great many changes are taking place in the newborn. 

There are three cardinal symptoms, so to speak, that might lead one to suspect 
thyroid insufficiency in the newborn. The first one is overweight; second, the 
child fails to eat at the proper time; and third, if the child fails to talk at the proper 
time, it may be supposed that he has thyroid insufficiency. Finally, if the child 
fails to walk at the proper time. You may find one of those conditions alone but 
if all conditions are present, you may be almost absolutely sure that you are 


dealing with a case of thyroid insufficiency, 


DR. W. 8S. BAINBRIDGE, New York Ciry.—A few years ago practically all 
of our endocrine cases were placed in one of the groups of psychoses and usually 
stayed there. Today, medical science has advanced to the point where, in many 
cases, we are able to distinguish between the various psychoses, and we no longer 


label all the unrecognized types ‘‘dementia precox.’’ This has been brought home 


_ *For lack of space, portions of the discussions have been omitted. They may be 
found in the current volume of the Association's Transactions. 
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to me very forcibly in my twenty years’ work as Consulting Surgeon of Manhattan 
State Hospital where 7,500 insane inmates are under constant care and observation, 

The present-day psychiatrist aims to work hand in hand with the clinician and 
surgeon. The medical profession now knows that an abnormal condition js not 
always a morbid entity. Sir Berkeley Moynihan, of London, has reminded us that 
this is an era in which the physician must base his diagnosis on a correlation of the 
conditions exhibited by the patient. We recognize that mind and body are inte 
dependent organisms and we cannot -state precisely the point at which the 
affeets the other. 


Many years ago, the late Dr. Hertoghe, an honorary member of this society 
und an endocrinologist to whom we owe much of our knowledge concerning the 
thyroid, said: ‘‘If we knew salf of the function of the thyroid, we should know 


“i vast deal more of the underlying causes of mental and physical ills.’’ 


a 
gynecologist to embark upon the field of psychology. I think that the classifies 


DR. A. J. RONGY, NEw York Ciry.—lI feel that it is quite dangerous for 


tion of psychologic reactions based purely on endocrinologie studies is not sound 
and frequently incorrect. We cannot ascribe the mental status of the moron, 
criminal, and pervert, to an over- or underdevelopment of the thyroid gland. To 
associate mental deficiency and criminology with the function of the thyroid gland 
is not scientifically correct. Human behavior in its broadest sense is not con 
trolled by the secretion of a particular gland. The glands of internal secretion 
may help to complete a certain type of personality, but I doubt very much 
whether the mind of the individual is controlled by it. The sum total of human 
hehavior depends upon so many external and internal forces that to attribute it 


to the glands of internal secretion only is misleading and incorrect. 


DR. GORDON K. DICKINSON, JERSEY CiTy, N. J. I have reached the ave 


where conservatism is foreed upon me. I have been watching throughout the 


country the many operations upon the thyroid which is somewhat enlarged. The 
people write that it is a goiter and they want the neck operated upon. Are they 
doing these patients any good?) What will be the cffect in the next ten or twenty 
years? Will they become senile prematurely? I have asked this question of spe 
cialists and have received no answer. I would like to ask Dr. Sloan whether he 


has any statistics by which he could tell us whether we are doing the proper thing 


in operating upon such patients i 


| the adolescent age simply beeause the neck is 


somewhat enlarged? 


DR. SLOAN (closing).—I did not wish to infer that the thyroid disturbances 
were causing these mental defects and aberrations, but it is the lack of differ 
ential development brought about by lack of thyroid efficiency in the mother and 
in the young child that is bringing these things about, and I think very abundant 
proof of that is found all over this country. In one home for the feeble-minded 
in our State there are 42 families represented. Five families of physicians are 
represented in that institution. The older members of those families are in the 
institution but the younger children, due to thyroid medication in the mother and 
in the young children, are fairly normal. We see these things frequently. 

I recently made a survey of a home for the feeble-minded containing 3600 
children. Taking out the real cretins and anomalies of various types, there were 
over 1300 children that the doctors were taking care of, whom they feel could have 
heen saved by early attention to differential development. 

I do not mean to say that the thyroid is the whole cause but I do think it is 
the major eause. However, the greatest problem is in the great percentage of 
children in our schools who are abnormal. We are living in a super-man_ world 


today. These people would get along all right in previous generations, or even 
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fifteen or twenty years ago, but now they fall by the wayside. Every citizen 
should have his differential development brought up to his inherent possibilities 
and we must recognize the fact that we have an obligation to this generation in 
at least considering and thinking of defects in differential development, and con- 


sidering these questions at a time when something can be done, 


Dr. J. F. BALpwrx, CoLuMBus, Onto, read a paper entitled The Surgical 
Treatment of Certain Puerperal Infections. (Kor original article 
see page 219, February issue.) 


DISCUSSION 


DR. JOHN OSBORN POLAK, Brooktyn, N, Y.—lIn the first place let us have 
a very clear understanding as to this puerperal problem. There are two common 
types of infection postpartum, and in this I am sure Dr, Baldwin will agree with 
me. One begins as an endometritis, a uterus with poor retraction and extends 
through the lymphatics to the parametrium or begins with a cervical injury which 
extends into the parametrium and produces a parametritis, an exudate which 
usually organizes and in which every one who has had any experience in this class 
of case, including the distinguished essayist, knows that surgery is contraindicated 
except in abseess formation. 

The other class begins as an endometritis and probably is not infrequently 
eaused by those anaerobic bacteria whieh Dr. Schwarz ealled to our attention. It 
is followed by a thrombophlebitis and lymphangitis. We all find these uteri 
studded with small thrombi and each focus is surrounded by small round eell in- 
filtration and polymorphonuclear cells, an attempt to prevent extension. This is 
nature’s effort to localize the infection and nature is competent to do it if she 
has time and the patient is responsive and the infection is not too virulent. 

There is, however no question that there is a limited class, which I am econ- 
vinced can be cured by timely removal of the uterus. The point that Dr. 
Baldwin brought out is one that should be emphasized. These patients are entitled 
to an accurate diagnosis. For nearly twenty years, before we took up the abso- 
lutely conservative plan of management, I was in charge of a ward with 38 beds, 
filled with puerperal and postabortal infections. We examined these eases twice 
a week and charted the findings. We noted that it was the postabortal cases which 
produced the peritonitis and the tubal extensions. We found that the postpartum 
eases always, or at least in the majority of instances, had endometritis, para- 
metritis, or thrombophlebitis. Parametritis was most frequent in the puerperal 
ease, peritonitis and salpingitis in the abortion eases. When the bacteria get be- 
yond the focus of infection into the blood stream, there is no operation which 
will remove them. 

The treatment hinges upon diagnosis and the time at which the diagnosis is 
made. Endometritis, septie or necrotic, with metrothrombophlebitis confined to the 
uterus, with no blood stream infection, should give good results from extirpation, 
but I have not yet determined how to make this diagnosis, or when to operate, 
heeause the physical findings show us nothing except a subinvolution of the uterus 
and a sick patient. When we find masses in the parametrium, it is not the time 
to operate. When we find masses in the tube, operation is admissible, but fortu- 
nately this is rare. 

Dr. Baldwin has convinced me that a deeper study of the subject and of the 
individual case will improve results. I have been able in the last year to operate 
upon two patients such as Dr. Baldwin speaks of, and I think that both of these 
women would have died had I not operated. And yet some of the cases that Dr. 
saldwin has reported I am convinced I would never have operated upon the patient 
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because of the immense parametrial lesion that was present. Our experience has 
been that when we get into this new tissue that has been thrown out for the 
purpose of protection, the hemostasis is so difficult to control that the patients 
are traumatized and if they do not die are very sick, unless we could do a very 
rapid procedure and most men cannot operate with the same rapidity as the essay- 
ist, removing the uterus in eighteen minutes with a teehnie such as Dr. Baldwin 
uses. I know I cannot. If I get through in thirty minutes I think I am doino 
exceptionally well. 

What I want to leave with you is that before accepting any form of treatment 
in puerperal infection one must accurately determine the existing pathology. Do 
not be befogged by the fact that some cases of metrothrombophlebitis get well 
by hysterectomy. Some will get well by supportive treatment, as was shown in our 


reported series last year of 63 eases with 21 deaths. 


DR. OTTO H. SCHWARZ, Sr. Lovis, Mo.—Dr. Baldwin’s paper has a great 
tendency to convince one that certain types of puerperal infection, particularly the 
eases of pyemia which develop from a pelvic thrombophlebitis, and ordinarily have 
a mortality rate of over 70 per cent, require surgery, and that surgery seems to 
be their only hope in the present state of our knowledge concerning these infee- 
tions. Most patients who should be benefited by surgery are of the thrombophlebitic 
type. I believe that the greatest good comes in these cases, not from the actual 
removal of the uterus, but rather by taking care of the thrombotic veins either by 
ligation or according to the method that Dr. Baldwin has outlined in a previous 
paper. These eases of thrombophlebitis are almost in all instances due to anaerobic 
streptococci and a diagnosis of the offending organism should be made in every 
ease before radical measures are instituted, if this is possible. If the patient has 
a rise of temperature for two or three days, we think it is a good policy to culture 
the uterine cavity to check these findings, should subsequent blood cultures recover 
organisms from the blood stream. Should there remain at the time of culture any 
material in the uterine cavity, this should be removed by the use of an ovum for- 
ceps, sponge stick, or dull instrument, and an antiseptic douche given under low 
pressure. As we have stated before, anaerobic organisms are the chief offenders 
in thrombophlebitis. They are not like ordinary pyogenic organisms, such as the 
hemolytic streptococci or various types of staphylococci, but are harbored in many 
instances by the patient herself. The prevention of these anaerobie infections 
therefore, is in my opinion, one of the greatest problems that we have to deal with 
in regard to puerperal infection. 


DR. GEORGE F. PENDLETON, KaANnsas City, Mo.—There are five different 
clinical types of puerperal infection: infection within the uterine cavity, localized 
pus somewhere in the pelvis, peritonitis, straight septicemia, and thrombophlebitis. 
In septicemia the bacteria are probably so virulent that they do not allow thrombi 
formation. At autopsy we do not find anything; nothing on the heart valves, no 
focus in the lungs, perhaps one small focus in the liver or kidney but generally 
not even that one. The other type, thrombophlebitis, at autopsy we can cut through 
the broad ligament anywhere and squeeze out numerous thrombi from the venous 
channels. One ean dissect up the broad ligament and find them in the spermatic 
veins even to the vena caval junction. 

I would not classify Dr. Baldwin’s cases true thrombophlebitis nor septicemia 
but rather those of localized pus in the pelvis. In the real thrombophlebitic type 
nothing is felt in the pelvis. The uterus is mobile, the broad ligament feels only 
slightly thickened, perhaps a little tender but very often not, but the patient is 
sick with chills and irregular temperature and pulse curves and has neither abdom 
inal tenderness nor rigidity. 
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Treating a patient expectantly is the best plan from the standpoint of sep- 
ticemia. When treating a thrombophlebitis likewise many do get well but for 
obvious reasons we know a certain small number will not live. Show us some dif 
ferentiating point between these two subtypes so that we can tell which patient 
needs surgery. So far Dr. Otto Schwarz has offered us the only clue in his 
anaerobic blood cultures. Pus in the pelvis should be drained and if necessary 
drain or remove an infected uterine wall, but that will not save a true thrombo- 
phlebitis. In the latter case we must ligate the internal iliae veins as well as the 
spermatic veins as high up as possible. To date the expectant plan of treatment 
offers one a much lower mortality than the surgical intervention as evidenced by 
the reports of Dr. C. Jeff Miller and others. 

DR. W. CHANNING BARRETT, Cuicaco, ILL.—Several years ago when these 
reports came out one of the not least conservative men in Chicago very quickly 
reported seven cases of hysterectomy for puerperal infection that he felt sure 
would have died if the operation had not been performed, and all of them reeov 
ered after the operation. I was dealing with considerable puerperal infection at 
the County Hospital at that time and I said in discussing that paper, that I found 
it very difficult to diagnose a condition in the uterus which indicates that the 
patient is surely going to die without a hysterectomy and will recover 100 per cent 
with a hysterectomy. Hysterectomies in those cases are too dangerous. We all 
meet with eases of puerperal infection, and we can remember some of the worst 
ones when we were not at all sure would recover without a hysterectomy, and in- 
side of a year after they have given birth to living children. We see many of 
such patients who have their functions preserved by conservative treatment, so that 
not all patients who are seemingly desperately ill with puerperal infection are 
positively going to die if treated conservatively. 


DR. J. P. GREENHILL, Cuicaco, Inu.—TI should like to contradict the state 
ment made by Dr. Baldwin that 100 per cent of patients who have sepsis die and 
that therefore surgical therapy is indicated. Dr. Polak’s remarks indicate that 
there are others who believe that conservative treatment is the correct one for 
puerperal sepsis. 

It may be of interest to see what one large maternity hospital has aecomplished 
with the most conservative treatment of sepsis. At the Chicago Lying-in Hospital, 
in a series of 23,136 cases, there were 57 maternal deaths, a mortality of 0.246 per 
cent or 24.6 deaths per 10,000 births. Among these 57 
sepsis, 4 to peritonitis, and 5 to embolus. Since we believe that nearly every 


deaths were, 3 due to 


patient who has an embolus after delivery has an infection somewhere in the body 
at the same time or has had a recent infection, we have a total of 12 patients 
who died as the result of infections after childbirth. There were three cases of 
puerperal septicemia but only one of these patients was delivered in the hespital. 
The other two were sent to the hospital after delivery. The Chicago Lying-in Hos 
pital is like many large institutions where large numbers of patients are admitted 
after having been mishandled in their homes. We have a separate isolation build 
ing for infected patients and it is kept filled most of the time. In spite of the 
larger number of patients with sepsis which have been cared for at our hospital 
in the series of 23,136 eases, there were only 12 deaths which could be attributed 
to infection. This ineludes all the deaths even those due to cesarean section. Our 
treatment of puerperal sepsis is as conservative as can possibly be. What we 
attempt to do is build up the patient’s resistance by an abundance of fluid, good 
food, sunshine, fresh air, tonics and repeated, small, blood transfusions. We be- 
lieve our results justify the continuation of our conservative therapy; for if this 
form of treatment had not been effective we would have had many more deaths 
from sepsis than we did have. 
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DR. A. M. MENDENHALL, INDIANAPOLIS, IND.—I became an enthusiast sey. 
eral years ago in the use of mercurochrome and fell a vietim to what I am fearfy] 
Dr. Baldwin did and that is in selecting the cases which I felt would surely die. 
A number of my patients to whom I had given mereurochrome got well, but in a 
very careful analysis, would not some or all of them have gotten well if they had 
never had any mercurochrome? We see some violently ill cases of puerperal ‘sepsis 
recover. If Dr. Baldwin has something which will improve our statistics then I am 
sure that I want it, but that is the problem I am presenting to him, to enable ys 
if possible to ascertain what cases will recover if not operated upon. 

As to the blood stream infections, possibly his reports show these, but we feel 
perfectly sure that if there is a bacteriemia a hysterectomy is not going to give 
very much better results than using the conservative procedures. If there is bae 
teriemia I believe that it should be recognized and be a pretty definite contra 
indication to such major surgery. 

Then Dr. Barrett brought out the fact that if it goes out from this Association 
that we have halfheartedly approved of major surgery in puerperal sepsis, I fear 
many surgeons doing obstetrics will begin doing hysterectomy and have a very 
unnecessarily high mortality. Dr. Polak and others in favor of eonservative treat 
ment know that we ean save a lot of these patients by treatine them conserva 
tively, but if hysterectomy is rushed into and sanctioned by this sceiety, IT am 
sure the result would be that the surgeons who are called in for ordinary puerperal 
sepsis, and without the ability to diagnose these cases that Dr. Baldwin has, would 


increase the mortality rather than decrease it. 


DR. S. J. GOODMAN, CoLtumBus, Onto.—It has been said that ‘‘example is 
much better than precept’? and having been in a position to see Dr. Baldwin’s 
work for many years in regard to this particular technic, | believe that he is 
absolutely sincere, and that he has really obtained the results that he speaks of. 
To say that it is wrong to believe him because the dictum might go out from this 
Association and that every surgeon wou!d be doing a hysterectomy for every case 
of puerperal sepsis would be just foolish as to say that we should not approve of 
eesarean section because we know that in the State of Massachusetts one woman 
in every 27 is cesareanized. 

Dr. Baldwin and I ean get a large crowd at our local Society any time we Wish 
when he comes up to talk about his technie and I talk on the conservative side 
of puerperal sepsis. But if you would take into eonsideration that Dr. Baldwin 
is talking about one certain type of case which he can diagnosticate you would 
understand him. Frankly I cannot make a diagnosis in all such eases and I seek 
his assistance but that is no reason to belittle his teehn'e. The thine to do is to 
eome to Columbus and take a few lessons from him, and then many of you will 
be more able to diagnosticate the particular type of case in whieh this technie is 
indicated. 

Some years ago | heard Dr. Schwarz say that he believed in the curette and 
the uterine douche. Such men as Dr. Findley were very much amazed that any 
man should speak in that day and age about the curette and douche in the treat 
ment of sepsis and infeeted uterus. Again IT am surprised to think that any one 
would suggest the use of a eurette or the use of an intrauterine douche in puer 


peral sepsis. 


DR. E. J. ILL, Newark, N. J.—It was not my intention to talk on this sub 
ject but I have been able to follow Dr. Baldwin’s work and have the highest 
regard for what he is doing. [ helieve most of the patients would have died if 
he had not operated upon them. Those of us who have seen him operate know the 
reason for this. His gentleness, aceurateness, and celerity without hastiness ex- 
plains that. 


= 
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If we accept Dr. Baldwin’s advice we shall be confronted with the most diffi 
eult task to say which case offers a hope by operation and which case will re.over 
by operation. Dr. Baldwin’s perseverance in this work is exceedingly commendable. 
An experience presenting twenty yeais in this work certainly deserves our earnest 
consideration. While I believe many of us wili fail to do as well as he, i: wil b: 
because we have waited too long. 

The operative technic as explained needs careful study, and if we are to have 
any good results, it should be carried out to the letter. Dr. Baldwin has spent 
mach time and study on his work and those of us who wish to follow him must 


not experiment with their cases. 


DR. OTTO H. SCHWARZ, Sr. Louis, Mo.—Dr. Goodman states that he is hor 
rified at the use of the curette. I tried to make it clear in Ciicago several years 
avo that we do not use a sharp curette. We dilate the cervix, use a sponge st ck 
r ovum forceps to remove any material that may be found in the uterine eav ty, 
and go over the cavity with a dull instrument afterward without breaking up 
nature’s so-called protective barricrs. In removine this material and establish ng 
drainage, there is in my opinion less chanee for the development of infection, par 
f the anaerobic type. Instituting this treatment comparatively 


ticularly that « 
early would in my opinion avoid many of the conditions for whieh Dr. Baldwin 


is later operating. 


DR. BALDWIN (closing).—I wish to call attention to the fact that simply 
because a blood stream infection is reported does not mean that the patient will 
necessarily die, and if the pelvic conditions are such as to indicate operative pro 
cedure, she should not be refused that chance. 

I am very glad to hear that two stars have been added to my crown of g’ory 
by Dr. Polak, in his statement that he has successfully operated upon two of these 
patients which without operation would have died. 

Three days ago I operated upon one of these patients, which preseuted a tem 
perature the evening before operation of 108° following a chill; the highest tem 
perature I have ever seen. I did a lysterectomy and she was doing nieely when I] 
left home. (This patient made a perfect recovery, and the laboratory reported 


that the walls of the uterus showed multiple abscesses.) 


Dr. JAMES E. Davis, Ann Arbor, Michigan, read a paper entitled A 
Critical Study of 335 Hysterectomies. (lor original article see page 
246, February issue. 

DISCUSSION 


DR. JOHN O. POLAK, Brooktyx, N. is amazing to find in reviewing 
several thousand histories, the extent of the mortality and morbidity and the 
number of defective histories. Dr. Davis has brought out that preoperative study 
even in this twentieth century is not carried out on the principles of the basic 
principle of group medicine, A mortality of 4.6 per cent in a series of 335 
hysterectomies is an extremely high death rate for elective procedures, just about 
three times what it ought to be. Dr. Davis shows that it is because of the lack 
of preoperative study and the varying technical skill of the several operators. We 
have no right to operate upon the elective case without proper preparation of the 
patient. This means not only should we know the kidney function, the cardiae 
force, the condition of the lungs, of the patient's blood, but should use the lab 
oratory and diagnostic aids we have at our disposal. What is the use of doing 
an operation for body carcinoma unless we have previously had an x-ray of the 
lungs?) Why should we remove a breast before first having an x-ray of the chest 


in order to know whether there has been an extension? 
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Another point: Patients are good or bad risks where certain anesthetics are 


eoneerned. The condition of the blood is a dominant factor. Take the woman 


we transfuse her and the hemoglobin 
goes to 40; again transfuse her and it goes to 50. 


with a fibroid who has a hemoglobin of 30; 


She is not as good a surgical 
risk as if she had had a hemoglobin of 50 to start with. If we operate immediately 
after the transfusion we do not get as good an effect as if we wait 


2g a week or two, 
The anesthetic does something to the biochemistry of the blood and we 


that we would not 


get a result 
get otherwise. 

A large number of these cases showed infection about the cervix. T am fully 
in accord with Dr. Baldwin that panhysterectomy is the best thing for the patient 
in a very large majority of instances. Dr. Baldwin says in all cases, but I cannot 


suy that because [ cannot get the cervix out as fast as he can. Panhystereetomy 


is advisable in many cases because of the incidence of cancer. We found an in 
cidence of 1 to 2 per cent of cancer in the cervix of fibroids removed by hysteree 
tomy. Here is the point: Those cervices remain as constant foci of infection and 
these patients are not cured because of the parametrial infection which results from 
the cervical condition. 

Dr. Davis stated that a large number of these cases showed that the cancer 
tissue was cut through; this was due to lack of surgical skill or faulty selection of 
cases, It does the patient more harm to have an incomplete operation for cancer 
than no operation at all. 


DR. H. W. KOSTMAYER, New ORLEANS, LA.—I recently reviewed the records 
for five years at the State Hospital in New Orleans, and a comparison of pan 
hysterectomy and supravaginal hysterectomy led to the belief that the ultimate 
death rate of the two procedures is pretty close because, if you add the usual 

per cent incidence of cancer in the remaining cervix, you bring the supravaginal 
hysterectomy death rate up to about the same as the primary death rate in pan 
hysterectomy. If this be the case it is perhaps better to give the woman an interval 
of health and usefulness after supravaginal hysterectomy and let her ultimately die 
of cancer of the cervix, in addition to the fact that we do spare surgery the onus 
of the death. The death rates appear to be quite close according to the statistics 
all over the country. 

Dr. Davis mentioned cardiac disturbances in the preoperative findings. We have 


observed a fairly constant hypertension associated with large fibroids, which is re 


lieved by removal of the fibroid. I say we believe, because these colored women 
with whom we are dealing cannot be kept track of. Therefore we do not know 
how long the immediate lowering of blood pressure continues. 3ut frequently, 


when they leave the hospital, their blood pressure of 210 systolic will be down to 


140 following removal of a large fibroid. According to the reeent finding of organ 
isms in the walls of myomas, it might be toxie in origin rather than a mechanical 


pressure, 


DR. WALTER T. DANNREUTHER, NEw York Crry. 


One pertinent point sug 
gested by Dr. Davis’ premises is that, just 


as in the therapy of carcinoma of the 
cervix, the man who decides what shall be done with a fibromyoma should be one 
who is a competent pelvie surgeon, has an adequate amount of radium at his dis 
posal, and has both high and low voltage x-ray therapy facilities. Only then will 
his judgment be unbiased. Personally, after a reasonably wide experience with all 
three therapeutic methods, | am of the opinion that x-ray has practically no place 
in the curative treatment of fibroids, although it is often of value in arresting hem 
orrhage from large tumors before operation. 


It has always seemed logical to classify uterine fibroids in two groups: those 


causing hemorrhage and those causing pressure symptoms. There is little that ean 
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pe done for the bleeding tumors with x-ray that cannot be done equally as well or 
better with radium, and the damage to the ovarian function with an appropriate 
dose of radium will be far less than with x-ray. In the case of very large bleeding 
fibroids, where it is obvious that radium therapy woulc be ineffective because the 
margins of the tumor extend so far beyond that 10 em. which we expeet the gamma 
ray to penetrate, operation rather than radiation is indieated. I am eonfident that 
hysterectomy is the preferable method of treatment for fibroids causing pressure 
symptoms. 

It is unfortunate, but true, that patients are still being treated with x-ray or 
radium, particularly by those who are not gynecologists, without preliminary curet- 
tage to establish a definite diagnosis before radiation. We do a curettage, not 
because we expect it to be of the therapeutie value, but because we can sometimes 
recognize carcinomatous tissue when it comes away with the curette, and we thereby 


secure endometrial serapings for microscopic diagnosis.. 


DR. WILLARD R. COOKE, GaALveston, TEXAS.—As regards preoperative prepa- 
ration to determine whether a patient is fit or unfit for operation, a few years ago 
I put into effect in our hospital a few very simple rules. Before that time we were 
having a laparotomy mortality of from 5 to 7 per cent; and we were able to reduce 
that to 0.82 per cent in the laparotomies in which all the rules had been faithfully 
observed. The most important of these rules is the complete and careful examina- 
tion of the patient, with appropriate consultations when indicated. 

Regarding the question of removal of the cervix, two things should be taken 
into account. The first is the individual skill of the operator. Certainly the 
ordinary operator will not be able to approximate his mortality for supravaginal 
hysterectomy in doing complete hysterectomies. He might better do the supra- 
vaginal hysterectomy, and then, if the cervix continued to show symptoms of dis- 
ease, or if there were signs of pathologic changes, remove the cervix as a second 
stage operation, the latter operation being easy and practically without mortality. 

The other point is that there is a great deal of difference in the incidence of 
cancer in the cervical stump in different localities. Why that is so I do not know. 
Having many fibromyomas in the South, we do many supravaginal hysterectomies; 
yet we have encountered only one case of carcinoma in the stump, that being in a 
patient operated upon in Philadelphia. I should say, at a rough estimate, that 
some 3,000 supravaginal hysterectomies have been performed by members of our 
staff; yet in none of these cases have we observed the subsequent development of 


carcinoma in the cervical stump. 


DR. A. J. RONGY, New York Crry.—In my experience the incidence of malig- 
nancy in the cervical stump following supravaginal hysterectomy is very rare. I be- 
lieve that, as a general proposition, a patient in the hands of the average surgeon 
is safer when a supravaginal hysterectomy is performed than a total hysterectomy. 
The mortality in supravaginal hysterectomy is about 4.5 per cent. If we advoeate 
total hysterectomy I am certain the mortality will be double. 

In uncomplicated eases I perform a supravaginal hysterectomy and help reduce 
the possible occurrence of malignancy in the stump subsequently by cauterizing the 
cervix from above. In that way all the glandular tissue of the cervix is destroyed 
and therefore the incidence of malignancy will be reduced. It also helps to eure 
the leucorrheal discharge which many of these patients have. In many eases the 
cervical stump helps to support the roof of the vagina, thus preventing prolapse of 
the vaginal vault later on. 


DR. W. C. BARRETT, Cuicaco, ILt.—This report indieates altogether too high 


a mortality for fibroids. It should be less than that given. A man that undertakes 
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to do surgical work on difficult fibroids should be a more eareful operator than 
to get a mortality like that in the average cases. 

There is perhaps no one kind of operation that is best for all eases because 
in certain cases myomectomy would be the operation of choice as it rids the organism 
of the fibroid and preserves the organs. There are classes of cases where we might 
remove the fibroid and preserve the physiologic functions of the uterus. In gon, 
eases the body of the uterus could be removed and still enough of the uterus lef; 


for menstruation and the patient has the feeling that she is like other people. 


DR. J. F. BALDWIN, CoLuMBus, O.—I have advocated for a number of years 
the total removal of the uterus in making hysterectomies. Nearly twenty years 
ago I operated upon a virgin school-teacher for a mass of fibroids, and I left the 
cervix. A few years later she was happily married; but about a year ago she wrote 
me that she was having a bloody discharge. She was found to have an inoperabl 
cancer of the cervix which was treated with radium. 

Two months ago I had a patient come to me who had been operated upon by 
the supravaginal method by an operator with considerable experience, but he left 


the cervix. She had at that time developed a eaneer of the cervix after the laps 


if about ten years. I made a thorough removal of the cervix through the vagina, 
but the end-result is for the future to determine. 

Dr. Polak honored me some years ago by witnessing three panhysterectomies one 
morning, and he wrote me complimenting my technic. The additional danger, if 
the cervix is removed by the proper technic, is so slight, while the danger of cancer 
is so great, that it seems to me that we should do the woman the justice of the 
complete operation. I have now personal records of 33 cases in whieh ecaneer has 
developed in the cervix thus left. We cannot compare the death of «a woman in 
two or three days from abdominal operation with the horrible death from cancer. 
Numerically large statistics may show that as many patients die from the complete 
operation, who would not have died if the cervix had been left, as will die of 
cancer because of leaving the cervix; but there is a vast difference in the amount of 
suffering which the two classes will undergo. In practically all cases, therefore, at 
the hands of a skillful operator the complete removal should be performed. 


DRS. E. J. ILL, J. W. KENNEDY, AND W. C. BARRETT also participated in 


the discussion of this paper. 


DR. DAVIS (closing).—I would like to make this point clear so that no one 
will make any mistake about the data studied: This study represents a given cross 
section of work being done in America in a representative city of about a million 
and a half population and the paper contains a report of the work as done there. 
When compared with some of the results as reported to me by forty-five leading 
operators of this country I am glad to say that a considerable percentage of the 
forty-five operators are following exactly the same practice as in Detroit. If 
Fellows of this association who are leaders think that because their statistics 
are excellent, that they represent the results that many other operators are getting, 
they are certainly wrong. I feel that success in surgery depends in no small way 
upon the missionary work, or the help that leaders can give to others who are op 
erators doing a large amount of this type of work. Of course, it is quite unfair 
to compare the results of thirty or more operators with the results of one single 
operator, but I would like to challenge anyone to take a similar cross-section from 
any other city in the Union and show any better results. I hope that our dis 
tinguished guests from Europe will not misunderstand. This report does not rep 
resent more than a fair cross-section of average surgical work as done in a large 


American city in different hospitals and by more than thirty operators. It is an 
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exact statement from the records studied in these hospitals. My opinions 


honest, 
are not materially eoneerned. It is a faithful setting down of the reeord as found. 


For that reason [ believe it is worth while noting the results as obtained and how 


they were obtained, 


De. G. VAN Amber Brown, Detroit, Mich., read the president’s annual 
address, entitled Recent Important Advances in Obstetrics and Gyn- 
ecology. (For original article see page 153, February issue. ) 


TUESDAY AFTERNOON SESSION, SEPTEMBER 17, 1929 


Dr. W. S. BAtnsripce, New York, N. Y., read a paper entitled Non- 
malignant Breast Conditions, Diagnosis and Treatment. (For origi- 


nal artiele see page 255, February issue.) 
DISCUSSION 


DR. W. W. BABCOCK, PuHinapeLPntA, Pa.—The tendency has been, I believe, to 
overemphasize the frequency of carcinoma in the breast. No one minimizes the 
importance of recognizing carcinoma, but carcinoma is not the most common con- 
dition that afflicts the mammary gland. If we have been taught that 86 per cent 
of the tumors in the breast are cancer we should remember that this does not mean 
that 86 per cent of all the lumps that appear in the breast are cancer. Indeed, a 
very large proportion of patients with a lump in the breast do not have cancer. I 
consider it poor psychology and poor propaganda when we beseech the public, ‘‘have 
the lump examined, it probably is eancer.’’ The patient should come for an early 
examination expecting relief of mind, ‘‘it probably is not ecancer,’’ rather than 
delay in fear of being doomed to a lingering, torturing death. We should not 
say, ‘‘have the breast examined, it may have to be cut off,’’ but rather ‘‘have the 
breast examined, it probably can be saved.’’ 

The question of diagnosis I would sum up very briefly in this way: A tumor or 
a lump in the breast may be loealized; it may be sharply contoured. If it is both 
localized and sharply contoured, it is probably benign. If sharply localized and 
poorly contoured, it usually is a carcinoma. A tumor in the breast may be both 
indefinitely localized and poorly contoured, in which ease it probably is an inflam- 
matory condition, such as a lobar type of mastitis. Of the localized, sharply con- 
toured lumps, the so-called ‘‘blue dome eyst’’ deserves especial attention. At a 
glance you note that it pushes the skin out, while a scirrhus pulls the overlying 
skin in. Let us forget, if we will, the retraction of the nipple which comes later 
and remember that the earliest, most characteristic sign of a eancer of the breast 
is the slight flattening or depression of the overlying skin best seen by oblique 
illumination. This sign is almost pathognomonic. We should also remember that 
few of the chronie inflammatory conditions of the breast really lead to carcinoma. 
The blue dome cysts have aroused a great deal of discussion of late years but I 
think the experience of those who have let the cysts alone, or simply have aspirated 
them, agrees with that of Bloodgood, that they seldom refill or progress to carcinoma. 
At the same time we must be absolutely sure of our diagnosis, and this may re- 
quire exploratory incision. Let us remember, also, that we should never explore 
unless we are prepared instantly to remove the breast should the condition prove to 
be eaneerous. 


DR. GEORGE F. CHANDLER, Krtyeston, N. Y.—I regard this paper more 
suited to men who are expert diagnosticians. I believe the Doctor forgets that 
the majority of these eases come to the general practitioner first. 


lan 
y} tT 

mi 

eft 

ils 

lie 

ite 

dit 
ft 

St 

a, 

if 

is 

n 

e 

f 

f 


576 AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


Dr. Bainbridge stated that some of the Doctors who send their patients to sur. 
geons to have the breast removed immediately were cowardly. Well, if that is go, 
we have a great many heroes around my part of the country because the eases we 
usually have sent to us are absolutely carcinoma of the breast when they reach us, 
So I think that there are two sides to this question and IL would rather err on the 
side of radical surgery. Dr. Bainbridge operates upon these patients by doing a 
plastie operation. While I am not eapable of doing a good plastic operation upon 
the breast, I think a fine sear when the breast has been removed looks better than 


a mutilated breast. Also to leave a sear in the breast is not a good thing. 


DR. JAMES E. DAVIS, ANN ArBor, MicH.—In this country three terms have 
been pretty well standardized in referring to constitutional development: one, the 
genotypic; second, the paratypic; and third, the thenotypie. Applying this to the 
subject under discussion very much information can be obtained in regard to the 
likelihood of a breast becoming malignant or being benign by studying the mother 
and the grandmother of the patient, ascertaining whether there is a tendency in the 
family to very early fibrotic changes, ascertaining just what are the changes at the 
menstrual period in the mammary gland. As to the paratypie data, there should 
be a careful history as to the traumata sustained during life; in other words, the 
conflicts that the patient has gone through either in the exigencies of nursing, 
infections, ete. Then the last type, which is the sum total of all that has 
gone before, representing the patient’s reaction to all that he or she has had 
to contend with either from heredity or environment as presented in the up-to-the- 
minute final adjustments when presented as a diagnostic problem. 


DR. BAINBRIDGE (closing).—The key to the situation has been stated by 
Dr. Babeock. We must not presuppose every breast condition to be malignant. We 
should examine the whole field of possibilities when making a diagnosis in mammary 
gland pathology. 


Dr. Chandler misunderstood me. I said that a surgeon is a coward if he is 
not willing to assume the responsibility of his diagnosis. Dr. Chandler said he would 
feel better should a relative of his with a lump in the breast have that breast re 
moved. The question is how would the patient feel if the laboratory reported 
the breast ‘‘nonmalignant.’’ The patient alone is the one to be considered. It 
should be the patient first, last, and all the time. I have a patient in whom both 
breasts had been removed elsewhere. There was no necessity for the operation. It 
was a clear case of intestinal toxemia. 

Perhaps I ean reply better to this discussion by reading the latter part of my 
paper which I did not have time to read. ‘‘In spite of the classical descriptions, 
[ have encountered many fibroadenomas associated with retraction (congenital) 
of the nipple. I have found them accompanied by glandular enlargements of in- 
flammatory nature; of single and multiple growth. I have examined many adenomas 
which have been of slow growth and which, upon frozen section, have revealed 
2 beginning malignaney and others which have grown with great rapidity and have 
proved, upon section, to be of purely benign pathology. Some have been as small 
as hazelnuts; others as large as oranges. These contrasts are merely stated to 
indicate that we dare not make a final diagnosis of any breast lesion based alone 
upon the usual classical descriptions of such a tumor. Clinical experience must 
be largely our guide.’’ 

When the most radical surgery is indicated, there should be no hesitation in 
employing it immediately; in doubtful cases there should be critical investigation 
and in every nonmalignant tumor of the human breast, the surgeon should aim 
toward the preservation and conservation of the mammary gland. 
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Proressor R. W. Jounstone, Edinburgh, Scotland, delivered, by invi- 
tation, the second Joseph Price Foundation Lecture, entitled The 
New Physiology of Menstruation and Its Practical Implication in 
Obstetrics and Gynecology. (For original article see page 167, 


February issue. ) 


Dr. Q. U. Newext, St. Louis, Mo. (Guest), read a paper entitled The 
Time of Ovulation in the Menstrual Cycle as Checked by the Recov- 
ery of Ova from the Fallopian Tubes. (lor original article see page 
180, February issue. ) 

DISCUSSION 


DR. OTTO H. SCHWARZ, Sr. Louis, Mo.—Dr. Newell is to be congratulated 
upon the very ingenious method of recovering these ova. As he has stated, the 
method is very simple and apparently in his hands is without ill effects. It has 
value in other ways, as he pointed out; for instance in doing plastie work on the 
tubes to see whether patency actually exists. Of course, the thing that will probably 
come out of this work is that sooner or later he will recover an early impregnated 
ovum. 

Recovering such an ovum while it is in transit in the tube, should definitely set- 
tle the point as to whether the human ovum behaves similar to the guinea pig ovum 
as is now credited. As Dr. Newell is operating upon these patients soon after 
ovulation has supposedly occurred, he should be able to make definite observations 
as regards the character of the early corpus luteum, particularly in regard to 
whether it is usually found in the collapsed state or filled with blood. 


DR. NEWELL (closing).—In performing research work we expect to work a 
long time before finding the things we are searching for, but in this piece of work 
we were successful in finding the nine unfertilized ova in a comparatively short 
time. However, we did spend much time in searching for an early fertilized ovum 
without any success and are continuing our search for such a specimen. 

Replying to Dr. Schwarz’s question, will say we have sections of all the corpora 
lutea corresponding to the nine unfertilized ova and they all show the normal charae- 


teristics of early formation. 
WEDNESDAY, SEPTEMBER, 18, 1929, MORNING SESSION 


Dr. W. T. DANNREUTHER, New York, N. Y., read a paper entitled The 
Teaching of Postgraduate Gynecology. (lor original article see 
page 241, February issue.) 

DISCUSSION 


DR. H. W. KOSTMAYER, NEw ORLEANS, LA.—For a good many years we have 
offered two types of courses in Tulane University, New Orleans, the one a_ short 
review course to the busy practitioner who wants to brush up on some of his work, 
and the other a three-year course leading to an advanced degree. 

It is a striking thing to me to contrast the figures of Dr. Dannreuther’s institution 
and our much smaller one, not so much in total figures as in pereentage. Approx 
imately they are as follows: For the last four years at Tulane Postgraduate School 
there have been something less than 700 matriculates and during those four years 
only thirteen interested in gynecology combined with other subjects and only five who 
specified a course in gynecology alone. At New Orleans we have something that 
it seems to me would attract the graduate who desires to brush up on his work, 
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as well as the general practitioner who perhaps has to do a certain amount of that 
work, and that is the abundance of material for pelvic examination. Instead of 
resenting these examinations, these colored women feel that they are being given a 
great deal more attention when five or six are permitted to make these examinations. 
We offer the graduate coming there for work in these short courses an oppor- 
tunity to examine the patients who will be operated upon in the next few days so 
that he can go into the operating room and follow his own and our diagnosis, Jy 
spite of that, we have had only five men matriculate in gynecology. It seems difficult 
to explain. 

One point especially that [ was very agreeably impressed with was the urging by 
Dr. Dannreuther of the divorcement of gynecology from general surgery. We “was 
them permanently divorced at Tulane although one never knows when they will 
remarry. I have some doubts about the advisability of combining gynecology and 
obstetrics under one head with very distinct subheads. Perhaps one general director 
might be advantageous, but we have separated the two Chairs completely in the 
Postgraduate School of Medicine. 

I have been urging that the doctors wherever practicable be made to matriculate 
in the Postgraduate School, and [ hope that sometime we may have this in effeet at 
Tulane. I believe that if interns were compelled to matriculate in the Postgraduate 
School of Medicine and had certain assigned duties and lectures during the year by 


the Faculty of the Medical Sehool it would produce much better interns. 


DR. JAMES E. DAVIS, ANN ArBor, Micu.—I am convinced that this is one of 
the most important subjects that can come before this organization or any other 
for discussion. It is a very peculiar attitude of mind to think that a man’s edueation 
ends when the undergraduate school has finished giving its instructions. KEconomieally 
it would seem all wrong to prepare a man for a life period of work in the community 
by ending all obligations at the end of the fourth year. The colleges are spending 
great sums of money to take care of the undergraduate work but are doing almost 
nothing toward meeting the obligation for the continuation of education from the 
period of closing the undergraduate study. It seems to me that we are all ob- 
ligated to teach our communities, to teach those who go to the legislatures for ap- 
propriations that there is a great need of continuing the educational opportunities 
for men who are engaged in the practice of medicine. The plan should be so broad 
as to tuke care of all of the needs of all of our practitioners. This means the 
expenditure of a great deal of money. It requires some very careful planning 
that has not vet been completed throughout this country to the extent or with the 
success that is desired. We have in Michigan a newly instituted movement to carry 
out this line of work. We secured from the university last year a small appropria 
tion to carry on the work, and we hope each year to have it increased. We recog 
nize that perhaps the chief obligation resting upon our teaching institutions is to 
provide for the needs of the man who is in the daily practice of medicine. After 
that we believe there is a second obligation to care for the young man particularly 
who wishes to take on extra qualifications, who cares to study for a period of three, 
five or more years, preparing perhaps for leadership. I do not believe that it is 
exactly the same all over the country as it is in the experience of Dr. Dannreuther 
in New York, that all of these men want to be teachers. Perhaps it is true that 
the majority do but there are still a goodly number who want to go out and practice 
and their ambition is to be leaders in their work. I think this is a most worthy 
umbition. 


PROFESSOR R. W. JOHNSTONE, Scornanp.—Dr. 


referred to the obligation which the State 


Davis has just 
has in regard to postgraduate teaching 


and in particular to the special courses which might be given to men in general 
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practice. It may interest you to know that in Britain the State has for some 
time past undertaken that duty in regard to practitioners working under the Na- 
tional Health Insurance Act, which covers practically all working people. In Scot- 
land we have a large number of doctors in general practice situated in remote parts, 
whose incomes are necessarily very limited indeed, and a system has been devised 
to assist any of these men who may express a desire to undertake postgraduate 
study in any branch of medicine or surgery. The Department of Health arranges 
in the first place to provide him with a locum tenens to carry on his work during 
his absence, or at any rate with funds to cover the expense of a locwm tenens; 
and gives him a certain sum of money adequate for his board and lodging during 
his period of study and to pay the small fees which are necessary. If a man who 
has been in practice for some years does not express any particular desire to un- 


dertake some form of ‘refresher’? postgraduate course, the Department of Health 


does not hesitate to suggest to him the propriety of his doing so! In Edinburgh 
we have a flourishing postgraduate school during the summer vacation, and although 
our postgraduates come from all over the world, yet we always have a number of 
men who have come forward owing to this State-aided scheme. We have courses 
on general medicine and general surgery, and we have a joint course of obstetrics, 
gynecology, and diseases of children. This course occupies a month and we gen- 
erally have from 18 to 20 postgraduates, including always a number of doctors from 


this eountry. 


DR. DANNREUTILER (closing).—I believe that the discrepaney between Dr. 
Kostmayer’s figures and my own may be due in part to the fact that he has ex- 
perienced a great deal more difficulty in organizing the necessary staff of interested 
assistants who are willing to devote sufficient time to postgraduate teaching. The 
suecess of a teaching group, particularly in a postgraduate institution, depends 
largely upon establishing a personal contact with each matriculate. It is essential 
that the instructors, as well as the head of the department, manifest a sincere in- 
terest in what the student is trying to accomplish, guide his progress so that none 
of his time is wasted, and devote ample time to his instruction. 

I do not see any difficulty in the organization of a combined Department of 
Obstetrics and Gynecology in any institution, as the director of the department need 
not necessarily be equally active in the two branches. He may direct and correlate 
all the activities, but have some one else carry equal responsibility for the work in 
the branch other than the one in which he himself is practicing. 

Referring to the comment of Dr. Davis, so far as our department in the New 
York Postgraduate Medical School is concerned, we see comparatively few men with 
specialistic ambitions. The majority of those who take our courses have no desire 
to become absolute specialists in gynecology; most of them have been in general 
practice or have done general surgery over a period of years, and expect to con- 
tinue the same type of work. On the other hand, it seems logical to infer from 
the demand for our courses that the general practitioner and general surgeon are 
both coming to a realization of the inereasing importanee of the nonoperative 
therapeutie methods. 


Dr. F. 8S. Weruere.y, Syracuse, N. Y., read a paper entitled Pseudo- 
peritonitis Due to External Traumatism. (Published elsewhere. 
Will also appear in the current volume of the Association’s Transac- 
tions. ) 
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Dr. L. A. CauKkins, University, Va., read a paper entitled Factors Af. 
fecting the Length of Labor. (For original article see page 294. 
February issue.) 

DISCUSSION 

DR. A. M. MENDENHALL, INDIANAPOLIS, IND.—Dr. Calkins’ very brief paper 
represents a tremendous amount of work. I knew nothing about coefficient of eo 
relation, but sought to enlighten myself about it. I at first approached the 
mathematicians but they did not give me very much help. I then studied jt 
in connection with psychology, particularly in connection with the work of stat 
isticians. Now it is rather difficult to harmonize their conclusions with our 
preconceived ideas. It is exceedingly difficult for me to believe those figures, 
[ have no doubt whatever that they are correct, but whatever the method of 
approach in obtaining such facts as contained in Dr. Calkins’ conclusions, I am 
led to think that there is something wrong. I have the impression that the elderly 
primiparas have longer labors than the younger primiparas. I cannot accept his 
statement regarding this until further investigation has been made. I cannot help 
but feel that the fat woman has a longer labor than the woman of ordinary build. 
We have perhaps drifted into the habit of expecting a fat woman to have longer 
labors although we know that there is an occasional woman who has an atypical 
pelvis, but the fat woman usually has a small outlet and there is consequently a 
longer labor. 

Then, too, it is hard for me to change my preconceived ideas that a large 
baby does prolong labor. I also still believe that a small pelvis does very definitely 
prolong labor. 

Dr. Calkins brought out the faet that in handling this coefficient, the element 
of probable error must not be greater than a third or fourth of the coefficient or 
its reliability is very much doubted. Furthermore, I found one authority, Rugg, 
who maintains that the coefficient grows in reliability in exact proportion to the 
number of patients studied, as Dr. Calkins admits. I hope that I may have eases 
that are easily available in my records in Indianapolis so that I may have them 


studied by Dr. Calkins’ method beeause if they prove what he has apparently proved 


by his statistics, it will be a very marked revelation to me. This authority, 
and I am quoting entirely, having no knowledge myself, says that the coefficient 
must be 0.3 or 0.6 for reliability. This same authority says there are other 


authorities who maintain that the coefficient does not need to be greater than 0.2 
in order to be reliable, and that there is a personal element of the investigator that 


must enter into all this beeause there are certain hypotheses which are assumed. 


DR. R. T. LA VAKE, MINNEAPOLIS, MINN.—I am so familiar with Dr. Calkins’ 
mathematical accuracy that I feel confident if he says that stout women do not have 
longer labors because of their stoutness, nor elderly women because of their age, 
that, as far as it is possible to determine such facts from this series of 1200 cases, 
he is correct. 

Any observations and figures intended to aid in prognosticating the probable 
length of a labor are of great value, both from the standpoint of the effective 
apportionment and conservation of our time and energy and from the standpoint 
of the formulation of tentative plans for the proper handling of each individual 
ease. 

Under normal conditions in reference to the size, presentation and position of 
the passenger, we would likely agree that the first factor of importance in 
prognosticating the probable length of a first labor is the pelvis and its measure- 
ments. In this regard, after getting all the measurements and satisfying myself 
that delivery is possible from the measurements of the true pelvis, I check back over 
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the external oblique measurements and have found them to be the most suggestive 


in relation to the computation of the probable length of labor. The average is 22% 


em., 
suggesting a long labor; and 24 em. and above a justomajor pelvis suggesting a very 


suggesting an average length of labor; 21 em. and below a justominor pelvis 


short labor. 

Another and possibly the most important factor, although one seldom mentioned, 
is the hereditary stamina that often permits a little woman to dilate the birth canal 
and push a comparatively large baby through a relatively small pelvis in a short 
time, whereas the lack of this stamina may make it difficult for a large woman to 
dilate the birth canal and push a comparatively small baby through a relatively 
large pelvis. Nowhere in medicine will a family history give one more suggestive 
data. If a woman’s mother delivered quickly and with ease, that woman, even with 
a comparatively small pelvis, is likely to deliver quickly and with ease. The correct- 
ness and importance of this observation I have seen proved many times where the 
hereditary element was the deciding factor in determining upon a test of labor in 
the face of strong opposition on the part of those advocating an elective cesarean. 

A factor of great practical importance in the apparent length of labor is the 
amount of effacement of the cervical canal and dilatation of the external os that 
takes place before labor pains begin. Experimentally, daily rectal examinations 
in the last weeks of pregnancy will show one that many women come to their first 
pain in labor with the cervical canal nearly effaced, and a few with the external os 
nearly completely dilated. This effacement and dilatation may take many days 
for its accomplishment. Many very rapid labors are the results of this factor. 
The short duration of the pain element makes them seem short. These facts are 
very important because they point to the proper way of handling those less fortunate 
women who have distressing pain from the very beginning of effacement and dilata- 
tion, namely; making them as comfortable as possible with sedatives, ete., and giving 
them the same chance to dilate naturally, though it may take many days. Failure 
to wait for dilatation accounts, every day, for many tragedies due to meddlesome 
operative interference upon the sole indication of pain, 


DR. IRVING W. POTTER, BurraLo, N. Y.—I have very decided opinions about 
labor and its attending eauses, based on considerable experience. I am not inelined 
to think that the woman who has had eight or ten children, has a longer stage of 
labor usually than the primipara. Another point that has not been mentioned and 
about which we hear very little, is the height of the symphysis. It has as much 
to do with the length of the labor as anything else. 


DR. GRANDISON ROYSTON, St. Louris, Mo.—The point made by Dr. LaVake 
in regard to the dilatation of the cervix is very important. I believe Dr. Calkins 
eliminated cases of inertia. Uterine contractions of less than forty seconds dura 
tion accomplish but little. The foree exerted by the uterine contractions, the 
resistance offered by the cervix, and the presentation of the fetus are all important 
factors in the duration of labor, although I believe that in the primiparous patient 
the resistanee offered by the soft parts is the most important thing with normal 
presentation. I believe that oecipitoposterior positions are more frequent than 
occipitoanterior positions. Most of our figures given in the textbooks are from 
examinations in the later stages of labor. 

I have found that the short, fat woman usually has a longer labor, but certainly 
[ feel that the condition of the cervix is the one most important single factor. 
When we hear of a woman being in labor for several days, she may have had 
contractions that length of time, but the changes that take place in the cervix as a 
result of these contractions constitute the only proof we have that she is actually 
in labor. The inereased Braxton-Hicks sign should not be confused with true labor 
pains, 
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DR. CALKINS (closing).—This study was based on 1250 cases only. T am sorry 
that there were not more available. It is true that the accuracy of a study of this 
kind grows with the inereasing number of cases and that it is highly desirable to 
have a minimum of 4000 for an analysis such as this. With a larger series the 
probable errors are mueh smaller and the reliability of the coefficients is thereby 
increased. The size of the coefficient itself is not a factor as to its reliability, 
In faet, there are very few instances in biologie variables where one will get 4 
coefficient as high as 0.3 to 0.6. The real test of a coefficient is its relation to its 
probable error. If the coefficient is four times its probable error there is not 
more than one chance in a thousand of its being incorrect. 

Dr. LaVake spoke of determining the probable duration of labor heforehand. 
That was my sole idea in introducing this study and [I am convinced, as a result 
of this work, that one eannot estimute accurately the length of labor from the 
relation of the size of the baby to the size of the pelvis, from the age or stature 


nformation of value 


of the mother, or from the stage of pregnaney. The only 
in estimating the length of labor, is the length, thickness, and the consisteney of 
the cervix. Of course, we know little about what the labor pains will be like, 
except as Dr, LaVake has pointed out, that heredity may give us some idea. With 
a multipara, of course, the character of pains in previous labors is of great value. 

Dr. Potter spoke of the long labors in the seventh and eighth pregnancies, 
Frequent childbearing does tend to produce weak and ineffective labor pains in this 
group of patients. The general average is not different, however, from the second, 
third, or fourth labors. 

Dr. Royston referred to the prolonged labor with oecipitoposterior position. | 
purposely avoided the question of presenatation beeause the study was already too 


long, without adding this additional variable. 


Dr. I. W. Porrer, Buffalo, N. Y., read a paper entitled Rupture of the 
Uterus, with a Report of Seventeen Cases. (Kor original article see 


page 289, February issue.) 
DISCUSSION 


DR. J. P. GREENHILL, Cuicaco, Inn.—Naturally, rupture of the uterus having 
occurred 17 times in the experience of one individual is very unusual. At the 
Chicago Lying-in Ilospital and its Dispensaries, in an experience of over 50,000 
labors, we had only six cases of rupture of the uterus from all causes. Strange to 
say not one of the ruptures followed a cesarean section. Sixteen of the seventeen 
ruptures which Dr. Potter saw, followed abdominal delivery and I assume that all 
of these were cesarean sections of the classie type. As you all know, the incidence 
of rupture of the uterus after the classie operation is far greater than it is after the 
cervical one. Holland reported an incidence of 16 per cent in a small series and in 
a series of over 1100 eases collected in the British Isles, he found the ineidenee of 
rupture in a subsequent pregnaney or labor to be 4 per cent. Rupture of the 
uterus following the low, cervical cesarean section is very unusual. Altogether in 
the entire world literature there have been reported onl 23 ruptures after the 
cervieal operation and it is safe to say that at least 50,000 of these operations 
have been performed. Hence the frequency of rupture after these operations is 
very small. Furthermore, all but three of these accidents occurred during active 
labor when the patients were under observation. On the other hand, a large propor- 
tion of the ruptures which oceurred after the eclassie operation took place during 
pregnaney under unfavorable cireumstanees. For example, Holland makes the 
statement that among 84 ruptures, 48 of these eatastrophies occurred during labor, 


while 36 or almost 43 per cent took place during pregnaney. Dr. Potter’s mortality 
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was very low as compared with the usual mortality for ruptured uteri and he is 


to be congratulated. 


DR. PAUL TITUS, PirrspurGu, PA.—Because Dr. Potter is at his best when 
some one seems to disagree with him, I venture to take issue with one of his state- 
ments. This is that pituitary extract should never be used for induction of labor, 
the intimation being that this may cause rupture of the uterus. On the basis of 

fairly large series in whieh it was used with castor oil and quinine for the 
therapeutic induction of labor according to the teaching of Watson and also 
Williams, I am thoroughly convineed that its judicious use is accompanied by no 
such risk. By this [ mean its administration before labor has begun solely to aid 
in the induction of labor, emphasizing that it is instantly to be discontinued if labor 
pains begin. 

Thus there is a distinction between giving minute doses )y hypodermie injection 
or by Hofbauer’s nasal application as a part of a course of treatment to bring on 
het and its use during labor to increase the foree of the uterine contractions. 
I subscribe completely to a dietum against its use at any time during actual labor 
hut do not believe it is harmful if given as outlined before labor has begun. 

I believe that an analysis of this work which Dr. Potter has presented brings out 
two facts; first, that he should not condemn and advise the disearding of a practice 
that has proved valuable in the hands of many competent men solely because a 
misunderstanding of its proper application may occasionally have resulted in its 
injudicious use; second, that frequent occurrence of ruptured uterus following 
cesarean section in one’s practice suggests that the technie of the seetion 
is open to question. IT, for one, have long been convineed that the lower uterine 
segment cesarean section has manv advantages over the older classical section and 
that rupture is much less likely to occur in subsequent pregnancies if the sear is in 


the lower, noncontractile portion of the uterus than if it is in the fundus. 


DR. H. W. SCHOENECK, Syracuse, N. ¥Y.—I want to diseuss the separation of 
the sear in the so-called classical seetion. The literature has shown that this oeeurs 
much more frequently than we were wont to expect. 

In our eases of section which come for subsequent delivery, we make it a point 
to go over the line of uterine incision by abdominal palpation. This procedure is 
followed out in hope that we may detect these incomplete ruptures before the onset 
of labor. Having done this over a period of vears, and having found no break in 
our incisions, we came to the conelusion that there must be something in our method 
of closing the wound which avoided separation. An incomplete rupture in a woman 
pregnant eight months enme to our notice a short time ago. This woman had a 
section in 1926.) During an examination in one of our prenatal clinies, the rupture 
of the wound was discovered by one of the instructors. It was easily detected by 
the students who were present. This patient was sent to the hospital and a seetion 
done immediately, 

In respect to the use of pituitrin, this is limited in our praetiee to the placental 
stage. I do not object to its use during labor, if done judiciously, by a man who 
knows with reasonable certainty that no insuperable obstacle to delivery through the 
natural passageway exists. My reason for not advising it is that the drug in the 


hands of 


the average practitioner is productive of great harm. We teach this to the 


students and IT feel that we should set an example in keeping with that teaching. 


DR. DAVID HADDEN, OAKLAND, CALIFORNIA.—This spring I had a ease which 


illustrates very nicely the difficulty of making a diagnosis in ruptured uterus. <A 
young woman of about twenty-three vears of age, with her first baby, came to me 
early in the spring giving a history of several subacute and one rather acute attacks 


of appendicitis. She had considerable tenderness over the right side and some 
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digestive disturbance. I watched her for a few weeks and considered it necessary 
to take out the appendix. We found a subacute appendicitis and her convalescence 
was absolutely normal. What we could see of the uterus through the incision 
appeared perfectly normal. She went on for the next three months, with no digestive 
disturbance whatsoever, picked up in weight and was in every way in excellent 
condition. I was ealled at midnight later on and found her suffering with vomiting, 
diarrhea, a certain amount of shock, and very definite pain in the upper abdomen, 
This had followed a very injudicious meal that evening. There was no distention 
At the end of another twenty-four 
hours she went into labor and delivered herself normally. 


of the abodmen and no tenderness anywhere. 


For the following four 
or five days convalescence was perfectly normal. The bowel movements were not 
quite as free as they had been and she began to complain of a little digestive 
disturbance. There was no elevation of temperature. Food was withheld for about 
two days suspecting we might have a pseudoileus, although her general appearance 
was good. When she began to take food again there were symptoms of intestinal 
obstruction. After a few days the abdomen was opened and found full of a foul 


smelling blood and she died of embolus about two days later. 


DR. E. M. LAZARD, Los ANGELES, CALIFORNIA.—At the General Hospital in 


Los Angeles we have had our share of ruptured uteri brought in and an occasional 


case brought in with an obstruction, a neglected case which ruptured during the 


patient’s later labor in the hospital. I well remember one case a number of years 


ago that was brought in at midnight. That woman had had two normal deliveries. 
Her third baby had been delivered by cesarean section, because of too large a baby; 
she had had two prolonged labors following the cesarean section and was brought 
in at the eighth month of her third pregnancy following cesarean section, having 
ruptured the uterus twenty-four hours before being brought in. 


She gave a history 
of having gotten out of bed to go to the lavatory and of having fallen back on the 
bed in a faint from severe pain. She was sent into the hospital twenty-four hours 
later in extreme shock with all the evidences of ruptured uterus. We operated as 
soon as we could get consent but before the patient had been fully anesthetized she 


died. A postmortem examination was done. The fetus, placenta, and membranes 


were free in the abdominal cavity; there was a rupture through the sear of the 
cesarean section that had been done a number of years before; although the uterus 
had gone through two pregnancies and difficult labors and withstood them without 
any trouble; this time rupture had oecurred before she went into labor at all. 


DR. A. M. MENDENHALL, INDIANAPOLIS, IND.—I would like to supplement Dr. 
Potter’s remarks by saying that within the last year I have made considerable study 
of the cases of ruptured uteri due to pituitary extract, 90 of which I was able to 
obtain. The fact I want to bring out is that in a great many instances, and not 
following cesarean section, we found that there were pathologic lesions in the 
uterine wall that had not been suspected. In other words, we must look for diseased 
uterine walls in case of ruptured uterus. 


DR. JAMES E. DAVIS, ANN AxrBor, Micu.—TI have in my collection ten ruptured 
uteri. One of these is rather an unique case, different from any Dr. Potter has 
reported. This uterus had ruptured between the fourth and fifth months of preg- 
nancy through the midpoint at the fundus. 


It was the placental type, as Dr. 
Potter has classified these different ruptures. 


The placenta was slightly protruding 
through the thinned-out wall and within the abdominal cavity there was a large 
adherent clot. There was evidence of a large peritoneal hemorrhage. The patient 
died. Microscopic examination of the uterus showed just what Dr. Mendenhall has 
been speaking of. There was a marked hyaline degeneration at this part of the 


uterus. This patient was suspected of having an induced labor by criminal intent 
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but the cervix was intact, the membranes were intact, and there was no evidence of 
abortion having been attempted. 


DR. POTTER (closing).—Fifteen of these cases I operated upon. One case was 
never operated upon; she was attended by a midwife. One case was operated upon 
by another doctor seven or eight years ago. That makes the number of ruptures 
fifteen in over 1700 cases. 

Now rupture does occur from pituitrin and I still maintain that pituitrin should 
not be used. Dr. Titus can use it successfully because he understands its use. The 
trouble is that the men I see using it do not follow out instructions but administer 
9 or 3 e.c. at once. 

Regarding the type of section in these cases, the technic was the same in each 
ease. Each uterus was packed with gauze, the wound closed with three layers of 
eatgut, and pituitrin was put into the uterine muscle after the uterus was emptied, 
and sutured. In spite of this we had these ruptures. I wanted to report these 
eases because I know they occur and that other men also have them. I did not do 
the low operation because I do not like it. 


Dr. Mrxtos TEMESVARY, Budapest, Hungary (Guest), read a paper 
entitled A Rapid Nonsurgical Means for Aiding Childbirth. (For 


original article see page 267, February issue.) 


DR. TEMESVARY.—That is not a contraindication so far as the size of the 
fetus is concerned. If the heart pathology is not very marked forceps can be used 
if necessary. 


Dr. ANDRE Crorti1, Columbus, Ohio, read a paper entitled Cecum Mo- 
bile. (For original article see page 356, March issue.) 


DR. JAMES W. KENNEDY, PHILADELPHIA, PA.—When we have a better under- 
standing of the function and reactions of the peritoneum we will have better knowl- 
edge of many of the abnormalities of structure, location, form, and organic 
relations of intraabdominal organs. 

In our enthusiasm over physicochemical methods of study, we should not forget 
the importance of structural development. I find authors in discussing the mobile 
cecum very often make the statement that the mesentery of the cecum fails to be- 
come fixed or fused with the posterior abdominal wall. It is my understanding that 
the cecum has no mesentery, so in discussing this subject of mobile cecum we must 
more accurately consider the mesentery of the ascending colon. 

When an organ has once formed a mesentery and later becomes a retroperitoneal 
or partially retroperitoneal organ, it probably loses its mesentery in one of two 
ways. Either the peritoneal planes which cover the mesentery and also help con- 
siitute it, spread apart and thus permit the ascending colon to be mushroomed, 
so to speak, against the posterior abdominal wall and thus become a partially retro- 
peritoneal or fixed organ, or, one peritoneal side of the mesentery becomes fused 
with the parietal peritoneum and thus fixes the organ. This later solution of fixation 
of the colon, I believe, is the popular view. 

* * * * 

That mobile cecum has become a well-recognized entity, Dr. Crotti’s discussion 
has well brought out, and further, he has pointed out the great frequency with 
which the appendix has been removed, whereas, the floating ceeum has been at fault. 

I feel in a large percentage of cases the floating cecum can be diagnosed by 
clinical history and physical signs. 

One need not worry about the appendix as that can be taken care of at the same 
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time that the mobile cecum is being fixed. One may confuse the condition with the 


floating kidney and I have twice confused cystic tumor of the ovary with the wander. 
ing cecum. I have not found the x-ray infallible as a diagnostic means. I am not 
able to give a normal location of the cecum as it is one of the true nomads of the 
abdominal cavity, it has no normal location. 

The three great wanderers of the abdominal cavity, are first, the 


omentum: 
second, the sigmoid; third, the cecum. 


I have twice opened the abdomen for a complete bowel obstruction caused by 
mobile cecum from flexion upward of the organ. 

I have seen a partial volvulus in the mobile cecum. There is no question in my 
mind but that the mobile cecum predisposes to intussusception just as does an 
elongated mesentery of the small bowel. I suppose it could be truthfully said that 
mobile cecum is a misnomer; it is the colon which is abnormal in its mobility, 
Voluminous cecum is not a bad term. From a diagnostie standpoint we have ag q 
rule slight tenderness, little if any rigidity, and Dr. Morris’ cider barrel 


spring symptom is often present, the cecum being distended with gas. 


in the 
Anatomical cesspool is a term which has been applied to mobile cecum. I would 
qualify this, for we could have retained fecal matter in the cecum without symptoms, 
as there is more or less stasis of fecal movement in this organ. 

The mobile cecum is another example of the statement that it is indeed an ill 
wind that blows no one good. I have on several occasions operated for a gangrenous 
appendix where the mobile cecum was held in peritonitie embrace by the sigmoid 
and thus prevented a diffuse, septic condition, and I have further seen a good number 
of cases when operating for pelvie suppurative conditions, the mobile cecum and 
sigmoid bound together by peritonitic attachment and thus forming a terraced layer 
over the pelvic condition and limiting the peritonitis to the pelvis. 


DR. GEORGE P. CHANDLER, Kineston, N. Y.—I agree with everything that 
Dr. Crotti has said. I have been doing the operation in the same way that he has 
described but I think something else should be done to make it complete. The 
cecum should be fixed but there is an ileoececal fold which has a great deal to do 
with the production of symptoms in chronie appendicitis. After doing what the 
Doctor advises, as a routine I always cut the ileoceeal fold for the following reason. 
There are two folds on the inside of the cecum which are fixed in the ileocecal 
valve and the closure of this valve comes about by the fact that there is a slight 
intussusception of the ileum into the ceeum. If there is anything that obstructs this 
intussusception there is a leakage and consequent return flow of gas into the ileum 
causing reverse peristalsis and a lot of gastrie symptoms. So as a routine I always 
cut this fold after taking out the appendix. These cases get well and I think that 
is often one of the causes of failure in the operation for so-called chronie appendicitis 
where the appendix only has been removed but the symptoms remain the same. 
If this eutting of the ileocecal fold is done the symptoms complained of will 
eventually clear up. If you bury the appendix you will interfere with the intus- 
susception of the ileum against the ileoceeal folds. The appendix should be ligated 
and eut off with cautery or scissors dipped in pure ecarbolie acid. 


DR. W. S. BAINBRIDGE, New York City.—In a 
term ‘‘stasis,’’ 


time not so remote, the 
as applied to any portion of the bowel below the papilla of Vater, 
was considered unthinkable by the vast majority. I am glad to have the doctor 
emphasize the question of stasis in this part of the lower canal. 

Most of us have seen cases of so-called chronie appendicitis where the symptoms 
recur after the removal of the appendix. In many appendectomies, the longitudinal 
bands are detached from the meso-appendix and are not secured again in any 
substantial way. Thereafter the mechanical relations of this part of the bowel 


are impaired. When the patient assumes an upright posture, and there are no 
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adequate attachments for the longitudinal bands from the ileoceeal orifice to the 
lower portion of the caput coli the fecal matter is retained in the cecum. Therefore, 
in removing the appendix, I am particular about anchoring the longitudinal bands 
to the mesoappendix, or the posterolateral fold at the brim of the pelvis. 

There ean be no question but that a dilated or mobile cecum may be a competent 
producing cause in many toxie conditions of obscure origin. 


DR. WALTER T. DANNREUTHER, NEw York Ciry.—It has always been my 
impression that infection of the retrocecal tissue is one of the most dangerous post- 
operative complications that we have to handle, and it seemed to me that the illus- 
trations of Dr. Crotti’s technic showed an unwise invasion and exposure of that 
area. I would like to ask two questions: Have any of these patients developed 
a retroperitoneal abscess? Second, why are the sutures placed in the convolutions 
of the colon rather than in the longitudinal bands? 


DR. CROTTI (closing).—I have not seen an abscess so far, although if you go 
through the literature you will find some men have reported abscesses in that region 
and some will go as far as putting a drain into the parietal region. I believe that 
possibly it might be a good plan in the future to put some mercurochrome on the 
posterior surface of a colon which may be producing a plastie peritonitis and thus 
avoid a possible injury to the colon. 

I feel that the cecum should be always investigated whenever the abdomen is 
opened and as you perform an appendectomy the opportunity to fix up that 
anatomical condition ought to be taken advantage of. I think the benefit to the 
patient is going to be a great one. The results are very satisfactory. The patient 
who feels in the iliae fossa a colon or a cecum that was not there before will com- 
plain of a peculiar sensation because the cecum or colon distends and produces some 
weight. That soon subsides; the symptoms last only a few weeks. The constipa- 
tion usually subsides altogether, the pain subsides and the systemic symptoms are 
greatly relieved. I feel that the operation does not do much damage to the patient, 
is not dangerous, and should be done routinely. 


Dr. J. E. Kine, Buffalo, N. Y., read a paper entitled Postoperative Ab- 
dominal Auscultation. (For original article see page 273, February 


issue. ) 


DISCUSSION 

DR. E. J. ILL, Newark, N. J.—It is apparent that Dr. King does not make 
auscultation per se the beginning and end of his knowledge of bowel contractions. 
His very careful study can be taken with considerable seriousness and shows much 
eareful observation. Those of us who have for a long time used the stethoscope 
for auscultatory symptoms of the bowel will surely have derived a lot of personal 
comfort when after eighteen to twenty-four hours one begins to hear moderate 
rhythmical signs in the abdomen. It is safe to say that in another twelve or 
eighteen hours the patient will have passed gas to everybody’s satisfaction and com- 
fort. However, when these gurgles immediately start with loud and irregular noises, 
our anxiety of what may happen will oblige us to watch the patient with anxiety. 
It has been my experience with the cases of kinked bowels, which, however, I rarely 
see, or with nonoperative obstruction, there is a sudden loud roaring noise, which 
immediately dies down to reeur at shorter or longer intervals. If we carefully go 
over the ground we may often enough find just where such obstructive symptoms 
are loudest, much to our relief when operative interference becomes indicated. 


DR. F. S. WETHERELL, Syracusst, N. Y.—Dr. King has brought out that we 
are still physicians even though we are surgeons, that we may carry a stethoscope. 
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If a surgeon is seen in our city with a stethoscope in his hand, he is looked at 
with suspicion that he may be going back into general practice. Even the obstetrician 
has to wear his stethoscope on his forehead. 

I consider this an opportunity for clinical research. A busy man can always do 
clinical research and check on his findings. The one important thing, brought out 
to me at least, was the colon sound. If, by examining many cases, we can accustom 
our ears to know that we are hearing a colon gurgle, it means that we will have 
added a good deal to our postoperative treatment by knowing whether we are going 
to get good results from an enema. We know that often an enema is given without 
results. Of course, distention is often above the umbilicus, where a stomach tube 
rather than an enema tube should be used; but if we can find out when the time 
is ripe for an enema, we will have accomplished a good deal. 


DR. GORDON K. DICKINSON, Jersey Ciry, N. J.—I have for a number of 
years been teaching internes in the hospitals that it is very, very important that 
they should auscultate every abdomen until they get sufficiently well acquainted with 
the sounds which exist and conditions which produce those sounds. I much prefer 
that they should first use their ears, then if necessary after that make use of the 
stethoscope. 

For twenty years I have had experience with tuberculosis, being Director of a 
very large hospital and clinic. It is demanded there in making the examination for 
tuberculosis that after everything possible has been learned from percussion and 
clinical history that the examiner must listen first with his ear and then with his 
stethoscope and I think every young man should be taught to listen to the sounds 
in the abdomen with his ear and then with his stethoscope, so that later in life he 
will recognize the regular and irregular sounds, and have a proper sensory touch. 

Another point: I do not like enemas, for I think they only touch the surface. 
Dr. Kemp, a gastroenterologist, some years ago introduced what he called the double 
current rectal irrigation. I do not hear it talked about and do not find many men 
who know anything about it but if you give a double current rectal irrigation with 
water of a temperature of 120° F. for twenty minutes you will find it will do more 
good than an enema. It will stimulate the sympathetics. One of the great dangers 
is progressive tympany. By stimulating the sympathetics one will bring about a 
peristaltic wave which will bring down gas from higher up than any enema could 
reach. You will stimulate the small intestine and the solar plexus and the kidneys 
within twenty minutes. At the end of twenty minutes at least you will have a 
stimulation of heart action, a breaking out in perspiration, all of which is followed 
by improvement in general condition. You cannot acquire all of that through an 
enema. 


This paper was also discussed by Drs. Hadden and Babcock. 


DR. KING (closing).—I am thoroughly convinced that abdominal auscultation is 
a distinct aid where there is definite evidence of postoperative intestinal disturbance. 
The ordinary house surgeon is a rather practical individual. It is surprising how 
these young men, after having interest aroused in this subject, will pursue it with- 
out any further suggestion and will take it to the other services. 

Unfortunately one cannot make positive or satisfactory classification of intestinal 
sounds as they vary so under varying conditions, but if one will make a systematic 
study of the postoperative abdomen by auscultation critically, carefully, and under- 
standingly, it will prove to be of much help. 

I have never seen a case of postoperative ileus. I have had every misfortune 
that could befall a surgeon and yet I have never seen a case that I thought might 
properly be regarded as a paralytic postoperative ileus. It is a term that has been 
handed down to us just as we have many other terms in medicine, and we continue 
to use it because we do not know how to get rid of it. 


THE NEW YORK OBSTETRICAL SOCIETY 
MEETING OF OCTOBER 8, 1929 


Dr. CARL HarTMAN read a paper (by invitation) entitled The Corpus 
Luteum and the Menstrual Cycle Together With the Correlation Be- 
tween Menstruation and Implantation. (lor original article see 


page 511.) 
DISCUSSION 


DR. R. T. FRANK.—You have had the privilege of listening to an exposition of 
some fundamental facts in sex physiology. Dr. Hartman has been personally very 
active in laying some of these foundation stones. 

In the first place, I am going to take Dr. Hartman at his word and remove the 
ovary to see what happens. 

In the second place, he said that perhaps we will find the cause of the menstrual 
eyele in other glands of internal secretion. This possibility struck me many years 
ago, and in 1917 I had already, in castrated animals, removed the thyroid, the 
adrenals, the pancreas, and the thymus. I had not succeeded, because of my lack 
of technical skill, in removing the anterior pituitary, but recently, Dr. Phillip Smith 
has succeeded in doing so. In some of these castrates in which, for example, the 
adrenal and the thyroid had been removed, the sex cycle could be artificially pro- 
duced by injecting female sex hormone. That, of course, is not a complete and 
final proof that only the female sex hormone is necessary for the eyele. In fact, we 
know today, from the work of Phillip Smith, and Zondeck and Aschheim that the 
sex cycle is initiated by means of the anterior pituitary; that is, puberty is pro- 
duced through that gland, but that merely is putting the crucial point further off. 
Why does the anterior pituitary gland function, or begin to function in such a 
fashion that it stimulates the ovaries at this given time? Why does puberty 
begin? We have not gotten to the fundamentals of finding the stimulator of this 
secondary activator of the gonads. You ean reproduce the sex cycle in a castrate 
typical of its particular species, whether it be the mouse, the rat, the guinea pig, 
the monkey, or the human being, by injections of the active female sex hormone in 
extract form: In the monkey, for example, Allen and Pratt, gave a certain quantity 
of female sex hormone injected over a period of days, stopped the injection, and 
menstruation resulted. In a human female castrate Aschheim and Zondeck gave 
large quantities of female sex hormone, and although they do not claim to have 
produced a typical menstruation, because they are critical in their work, and there- 
fore did not eall the short bleeding menstruation, they examined the mucosa of this 
castrated woman and found that it had all the hallmarks of the premenstrual 
changes. 


Dr. Hartman referred to the corpus luteum. This being the largest objective find- 
ing in the ovary, particularly in human beings during operation, naturally attracted 
attention at the early stages of these physiologic investigations. Today I believe we 
all agree that we ean leave the morphologie factors out of the foreground, if we 
conceive that any tissue which can produce female sex hormone can produce the 
changes in the sex organs, and in menstruating species menstruation. It would 
mean if a human being were x-rayed to such an extent that all the follicular ap- 
paratus is destroyed, but not to such a degree as to have entirely demolished the 
germinal epithelium, that a period in this regenerative process could occur during 
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which nothing would be found in that ovary except down-growing germinal epithelium 
and that during this stage menstruation might occur. That is transferring Parks’s 
experiments in the mouse to the human being. In the mouse at that stage the 
previously x-rayed female who is undergoing regenerative changes begins to have a 
sex cycle. Although I have not the actual proof, not having removed an ovary at 
such time in the human, it is quite conceivable that the same applies and menstrua- 
tion may oceur before any regeneration of follicles takes place. If any female sex 
hormone is circulating in the blood, a woman is going to have the premenstrual 
change, although she has no follicle or corpus luteum. 


I will grant Dr. Hartman’s statement that we know nothing of the real 
mechanism of menstruation, why in some animals, like the monkey, for example, or 
why in some human beings menstruation should oecur, although the mucous mem- 
brane is in a resting stage. In others menstruation occurs when the mucous mem- 
brane shows the tremendous premenstrual change occurring there, the bleeding 
taking place thorugh the almost intact epithelial covering by diapedesis, and why 
finally the most characteristic menstrual change, in which the exfoliation of the 
mucous membrane occurs, is not a regular and exclusively present condition. 

To my mind, one of the greatest advances in primate physiology was when 
Corner first found a well-preserved ovum in the fallopian tubes of the monkey, and 
shortly afterward Allen and Pratt found well-preserved ova in the oviduets of the 
human female. That placed the time of ovulation within very definite limits. 

I believe that in the human being we will have to be extremely cautious in 
trying to find small traces of blood ir 


the vagina at the time of ovulation. Patho- 
logic conditions in the human being are so frequent I would consider such a criterion 
misleading. On the other hand, I must take issue with Dr. Hartman in this: we 
have no proof that menstruation frequently takes place without ovulation in human 
beings. In the average fertile female there is no safe period. There are women who 
at any period of the menstrual cycle or of the year, if exposed to impregnation, 
will conceive promptly and without fail. Of course, we have the sterile class who 
are pathologic and not to be mentioned in this discussion. The monkey has sex 
seasons, I will concede. The final link still missing in our physiologic investigation 
is a monkey that shows menstruation, but in which copulation only takes place at 
estrus as in the lower forms. Perhaps if the South American monkeys are in- 
vestigated, such an important species and link will be found. 

I will conclude by saying that any tissue which produces female sex hormone 
ean likewise produce the estrous eyele in any species. So far we know that the 
tissues which produce this necessary hormone are the germinal epithelium, the 
follicle, and the corpus luteum. The corpus luteum gives up this female sex hormone 
to lipoid solutions; it gives up another hormone to aqueous extractions. That is the 
one which the speaker referred to as being used by Corner. In addition to that, 
female sex hormone is found in huge quantities and probably produced by the 
placenta. 


[I do not think it is worth while to place too much importance on bleeding, 
whether menstrual or estrous or preestrous, as in the 


Which bleed at that time, because, after all, 


cow and in the other animals 
the whole purpose of the sex eyele is 
not abortion. The abortive cycle is accompanied by bleeding, but in the fertile 
eycle bleeding plays no role. 


DR. ALFRED PLAUT.—Dr. Hartman has approached this subject from the 
zoologist’s point of view, and I would like to make an additional observation from 


the realm of comparative anatomy. 


It has been said that organs other than the ovary must be looked for in order 


NEW YORK OBSTETRICAL SOCIETY 591 


to explain the sexual cycle and related phenomena. A keynote in Dr. Hartman’s 
paper was the difference between the mostly seasonal distribution of sex activity 
in the lower animals, including the monkey, and the all-year-round sexual life of 
the human being. Now, the organ which, aside from the ovary, seems most im- 
portant for sexual life is the hypophysis. It seems of importance that in the 
structure of this organ we have all lower animals, including the monkey, in one 


group, and man, the orangoutang, and the chimpanzee in the other group. The 


hypophysis consists of three lobes—the anterior lobe, the intermediate lobe, and the 
nervous posterior lobe. We are not interested here in the nervous posterior lobe. 
In the fish the intermediate lobe is very large, sometimes larger than the anterior 
lobe. In reptiles and birds it is considerably smaller, and still smaller in mammals 
like the cat and the camel. But in all these animals the intermediate lobe is a 
well-defined, fully developed organ. It is essentially the same in the monkey. But 
in the adult human being this intermediate lobe is entirely rudimentary; there are 
some cysts and small glandular structures, but no well-defined organ. And (this is 
most important) in a female adult chimpanzee and a male adult orangoutang I have 
found exactly the same hypophyseal arrangement as in man, namely, a rudimentary 
intermediate lobe. 

Future investigations will show how far there is a parallel between this phylo- 
genetic change of hypophysis and the gradual change from seasonal heat to per- 
manent sex activity. Other anthropoid apes (hylobates and gorilla) must be 
examined and perhaps the lemurs, too, which seem to be somewhat nearer to our 


hypothetical ancestors than the macacus and similar monkeys. 


DR. HARTMAN (closing).—Certainly there may be an ovulatory season and a 
nonovulatory season in the monkey, but there is no closed season to copulation. 
While the male in summer takes less interest in the female, there are multiple sperms 
in the summer, and whether the animal menstruates or not any time of the eyele, 
copulation takes place. 


Dr. JAMES HEYMAN (by invitation) addressed the Society on his Expe- 
riences with Radiologic Treatment in Gynecology, with Special Ref- 
erence to Carcinoma of the Cervix. An abstract of this paper fol- 
lows: 


In guiding the development of the radiotherapy at the Radium-Hemmet (Radium- 
Home) in Stockholm, Forssell has been governed by the principle of treating, at 
first, only inoperable cases of malignant tumors. When undoubted results had 
been gained in these eases and the technie had become more firmly established, he 
then took on the treatment of borderline cases. Operable cases were not treated 
at Radium-Hemmet until definite results had been obtained in inoperable and border- 
line cases, 

According to this principle practically only inoperable cases of carcinoma of the 
‘ervix were referred to Radium-Hemmet during the earlier years. At the same 
time as our first five-year results, in eases treated by a uniform technic, were pub- 
lished in 1919-1920, we expressed the view that attempts to treat radiologically 
also operable cases of cancer of the cervix were justified and desirable. Since 
1920 the leading gynecologists in Sweden (Forssner, Essen-Moeller, Ahlstrém) have 
given up operating upon eancer of the cervix. 

The distribution of operable and inoperable cases in our series before and after 
1919-1920 is shown in Table I. 
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TABLE I. SuRVEY oF ALL CASES OF CANCER OF THE CERVIX UTERI TREATED art 
RADIUM-HEMMET, 1914-1923 


INOPERABLE 
NUMBER OF 
YEAR CASES OPERABLF PERCENT .ooentsur PER CENT 
TREATED 
CASES 

1914 26 3 11.5 23 «88.5 
1915 40 | 2.5 39 15 
1916 47 3 6.4 44 93.6 
1917 63 7 11.1 56 88.9 
1918 $1 5 12.2 36 87.8 
1919 76 18 23.7 D8 76.3 
1920 96 30 31.3 66 68.7 
1921 113 $1 36.3 72 63.7 
1922 13 4] 31.3 90 68.7 
1923 104 39 37.5 65 62.5 

737 188 25.5 549 745 


During the period 1914 to 1923, inclusive 790 cases of carcinoma of the cervix 
were referred to our gynecologic department. Of these 737 were admitted for 
treatment. 


TABLE II. Five-YEAR RESULTS IN RADIOLOGICAL TREATMENT OF CARCINOMA OF 
THE CERVIX UTERI AT RADIUM-HEMMET, 1914 To 1923 


NUMBER OF FREE FROM RECURRENCES 
CASES APTER FIVE YEARS 
737 170 23.1 
737 163 (excluding 7 patients 22.1 
790 (ineluding 53 patients not ad- operated upon) 
mitted for treatment) 163 20.6 


The table shows that out of 737 eases primarily radiologically treated, 170 
patients were alive and free from reeurrences five years after the treatment, i.e. 
23.1 per cent five-year cures. 

This series includes 34 patients who have undergone surgical operation after 
failure of radiologic treatment. Of these, seven patients were alive at the end of 
the five-year period. If these seven patients are dedueted, the five-year result 
amounts to 22.1 per cent. 


If, finally, in estimating the result, I include 53 patients who, on account of lack 


f accommodation, have not been admitted, or who have been in a too hopeless 


condition for treatment, the five-year result amounts to 20.6 per cent. 


Out of 737 patients sixteen have died in connection with the treatment, i.e., a 


primary mortality of 2.1 per cent. 


The above figures are concerned with the total number of eases, and thus give 
the absolute results. If we now consider the results obtained in the treatment of the 


operable cases we find the following: 


TABLE IIT. Five-YeAR RESULTS IN RADIOLOGICAL TREATMENT OF OPERABLE 
CASES AT RADIUM-HEMMET, 1914-1923 


NUMBER OF FREE FROM RECURRENCES - 
PER CENT 
CASES TREATED AFTER FIVE YEARS 
188 82 7 43.6 
188 76 (excluding 6 patients 40.4 


operated upon and alive) 
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From 1914 to 1923, 188 operable cases were treated. Of these 82 patients were 
alive, free from recurrences after five years, i.e., there were 43.7 per cent cures 
among operable cases. If also here we deduct those cases which, after unsuccessful 
radiologic treatment, were successfully operated upon, we get out of 188 eases 76 
cured for five years, i.e., 40.4 per cent cures. 

Inoperable and borderline eases during the same period numbered 549. Of these 
88 were cured and alive, free from recurrences after five years. The percentage 
of cures among these eases thus amounts to 16 per cent. In inoperable cases only, 
492 in number, the five-year result was 13 per cent. 

The demonstration of the results was followed by a brief report of the therapeutic 
technie employed at Radium-Hemmet. Those interested are referred to the detailed 
account given in Acta Radiologica, 10: Part 1. In addition the organization of the 
radiologic work at Radium-Hemmet was reported as described in the Proceedings 
of the Royal Society of Medicine, 22: April, 1929. 


DISCUSSION 


DR. GEORGE G. WARD.—It was my privilege with certain colleagues to 
visit this clinic three years ago. Of course, we could not help but be struck with 
the wonderful organization, the thoroughness with which the cases were studied, and 
the great care which was expended in following out the technie and particularly 
in the follow-up. We have no such follow-up in this country as they have in 
Sweden, where they have 100 per cent of patients kept under observation. If we 
get 85 per cent, we think we are doing wonderfully well, but there they miss no 
ease. 

We received a particular inspiration from our visit to Stoekholm because we 
saw the results that were obtained by the use of radium as a salt and not 
necessarily by emanation, which requires such large quantities in order to obtain 
the emanation, and those of us who have smaller elinics and who have smaller 
amounts of radium at our disposal were naturally stimulated to keep up our efforts 
by the teachings of Prof. Forsell and Dr. Heyman. 

One of the points Dr. Heyman brought out which is most important is that, 
while it seems quite simple to make a radium application in cancer of the cervix, it 
is by no means so simple as it seems. Very great damage may be done and long 
experience is necessary to properly apply the remedy in order that we may get the 
best results. Therefore, when we receive advertisements stating that if any doctor 
will send a description of the case that he has under observation the necessary 
radium and dosage will be sent to him, you will realize what damage can be done. 
We have had several instances that have come under our observation of that very 
great danger. 


DR. WILLIAM P. HEALY.—Dr. Heyman emphasized a most important point, 
namely, if one is going to attempt to treat malignant disease properly as it is 
regarded in institutions devoted to the treatment of that disease, you must be really 
cancer-minded; you must be in the atmosphere which deals with the disease. It is 
quite out of the question to treat cancer of the gastrointestinal tract in any 
institution which is a surgically-trained institution and in which the surgeon sees 
only an occasional case. He is a pessimist from the start and is only going to 
attempt a certain amount of surgical gymnastics with the patient, and he cannot 
actually be expected to treat cancer. The greater part of his interest is in other 
surgical conditions. The same thing holds true of cancer in any other part of the 
body. We are quite convinced that the problem of cancer will only be advanced 
properly by the maintenance of institutions such as the Radium Hemmet in Stock- 


holm, or the Curie Institute in Paris, or some of the institutions in this country, 
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institutions in which we have a rounded force, working upon the side of research, 
physies, and biology, as well as the clinical viewpoint. 

The important results that have been obtained in cancer of the cervix are due 
to the fact that we are dealing with a type of epidermoid cancer which is peculiarly 
radiosensitive, quite different in its reaction to radiation therapy, from cancer of 
the breast, for instance. As a matter of fact, we know from the work done at the 
Memorial Hospital in a series of over 200 cases that at least 60 to 80 per cent 
of the patients with carcinoma of the cervix come into the radiosensitive group and 
only about 20 per cent of the patients are actually radioresistant, but even those 
patients can be well taken care of by radiation therapy, because we are dealing 
with a lesion which is accessible: it is in the cervix. 

With respect to the methods of treatment, it does not seem to matter very much, 
When you compare the results in the large institutions in Stockholm, in Berlin, in 
Paris, in New York, in Chicago, the end-results obtained all run very much alike. 
We have 25 per cent of salvage in all our cases, just the same as Dr. Heyman has 
in his, but the most important thing of all is the need for early recognition of the 
disease, and we believe upon that point depends entirely the success of one’s 
treatment. Sixty-six per cent of the favorable cases live for five years regardless 
of cell type. That is against about 18 to 20 per cent of the advanced eases. There 
is a distinet difference in the final result, depending upon the cell type. The very 
malignant cell type gives us the very best end-results because it is particularly 
radiosensitive. 

We believe, as Dr. Heyman has briefly stated, that it is very important to com- 
bine with the local application of radium, the use of radiation applied externally 
about the pelvis, either by means of the high voltage x-ray machine or the large 
radium element pack. It is very much more economical to apply it by means of 
the high voltage x-ray machine. We have a four gram element radium pack at the 
Memorial Hospital in use twenty-four hours in the day. We have three technicians 
there on eight-hour duty, and patients are being treated constantly. To give a 
proper dose of radium therapy to the pelvis by the radium pack it takes one 
hundred and twenty hours at least, or one hundred and twenty thousand milligram 
hours. You can only give four doses in one hour. It takes thirty hours to treat a 
patient and that costs about $300 to $500. You cannot treat ward patients that 
way, but you can give four high voltage x-ray treatments to a ward patient at very 
little cost to the hospital or to the patient, and that builds up tremendously the 
amount of radiation effect which you are able to get by the use of radium in the 
cervix and in the vagina. 


DR. OSKAR FRANKL of Vienna.—I would ask Dr. Heyman to describe his 
personal experiences with radiosensitivity. Personally, I take a stand which is 
different from that of most of the others in this respect. When in 1912, in 
Germany, the radium treatment of uterine cancer was discussed at the German 
Gynecological Association, we started work with radium as soon as possible in our 
elinie. 

The doctor then stated that great differences exist between various types of 
malignant disease. For example, a man may have a eancer of the cheek and go 
without treatment for as long as ten years with no indication of metastasis, whereas 
another man with a cancer of the lip or of the tongue will have a general metastasis 
in a few months’ time. Consequently, it was observed soon after the beginning 
of the treatment of cancer with radium that differences existed between the treat- 
ment of cancer with radium and with x-ray, and the doctor stated that ‘‘soon after 
work with radium was started one took a stand in this question. ’’ 

From cellular experiments it had been found that the more immature or more 
embryonic the cells the more radiosensitive they are, in certain classes of tumors. 
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DR. ALFRED PLAUT.—I merely wish to call attention to the fact that two or 
three years ago, this society diseussed the histologic conditions in carcinoma of the 
cervix and its relation to prognosis. I formulated our position at the Woman’s 
Hospital in a very similar way to the one which Dr. Heyman has given us, namely, 
that prognosis is an enormously complex thing; that it depends upon innumerable 
factors, known and unknown; and that we do not think histologic prognosis 
feasible from a biologie standpoint. And, what is more important, we have not 
found, in our experience with any case treated at the Woman’s Hospital by radium, 
that one is able to make a prognosis from the histologic picture alone, and when 
one considers that there is a combination of twenty or thirty factors or more that 
come into play, I do not think the cell type is a very highly important one. It is 
possible to make a histologic prognosis in a restricted number of cases but not in the 


majority of cases. 


DR. HEYMAN (closing).—In my opinion, success (and that is, I think, the 
main opinion of our Institute) is dependent on three factors which rank in im- 
portance in the order in which I shall name them: 

First, the spread of the growth. We all know that there is a great difference in 
curing an inoperable and an operable case of carcinoma wherever it may be located. 

The second one is the method of treatment. We have all had cases where patients 
died after radiologic treatment with heavy doses, for example, in carcinoma of the 
breast and carcinoma of the ovaries; and we all know that we can get marvelous 
results with another technic. 

The third factor which enters into the proposition is radiosensibility. It merely 
is third in importance. I agree with Prof. Frankl and Dr. Plaut that we can 
make a certain prognosis in a limited number of cases, but only if we are sure 
that the cases are equal to each other in the spread of the growth and if we are 
sure we treat them in the same way. Our experience with radiosensibility is 
not large enough to give any definite opinion on that question, because if you 
divide the cases according to the clinical aspect, the spread of the growth and the 
method of treatment and, finally, into the different histologie types, the results 
are not enough to prepare proper statistics. 

It has been a great pleasure for me to visit New York again and to see the 
wonderful and interesting work that is being done in several of the elinies here. 
It is not necessary for me to tell you that the statistics of the Woman’s Hospital 
today are about the best in the world and it is also unnecessary for me to tell 
you that many of the pioneering ideas in radiologic work emanate from the 
Memorial Hospital, whence we have taken most of the ideas for our organization. 


THE CHICAGO GYNECOLOGICAL SOCIETY 
MEETING OF MAY 17, 1929 


Dr. CAREY CULBERTSON presented a specimen of a Fibroma in the 
Broad Ligament. 


This specimen was taken from a patient forty-eight years of age, who had a 
large ballottable tumor free in the abdomen. The diagnosis was ascites in addition 
to the tumor. The tumor was hard and gave the impression of being either a 
tumor of the ovary or a malignant fibrosarcoma. The patient had given birth to 
five children and was still menstruating. At operation two quarts of free fluid 
were found in the abdomen. The uterus, right and left appendages were found 
perfectly normal. The tumor was attached by a pedicle to the left broad ligament. 
Microscopie sections showed it to be a pure fibroma in the muscularis. 


Dr. CULBERTSON also showed a Primary Carcinoma of the Clitoris. 


The second specimen was removed by Dr. Culbertson from a patient forty-seven 
years of age, who came in complaining of pain in the vagina and discharge. She 
had a growth about the size of the terminal phalanx of the thumb involving the 
elitoris. There was also a tumor in the right labia. The diagnosis was carcinoma 
originating in the clitoris. This is the second ease of primary carcinoma of the 
clitoris which Dr. Culbertson has observed in the last ten years. There was one 
gland about the size of a hazelnut in the left femoral region, which on section proved 


to be a flat cell earcinoma. The entire vulva was removed. 


Proressor CarL G. HartMAN, Baltimore, Md., presented a paper enti- 
tled, Reproductive Phenomena in the Monkey (Macacus Rhesus). 
(For original article see page 405, March issue.) 


DISCUSSION 


DR. L. B. AREY.—I would like to inquire as to the probable correlation between 
the placental sign in the human being and the discrepancy in the menstrual reckon- 
ing as compared with the age of the fetus. If one studies the age in tubal preg- 
nancies, he is immediately impressed with the relatively large number of fetuses 
which are too old for their menstrual age. 

In one of Dr. Hartman’s publications he had a very significant note, to which I 
wish he had referred here, that is the interpretation of the eating of the placenta 
as done by the monkey and many other animals, and supposedly by a few human 
aborigines. 


PROFESSOR GEORGE W. BARTELMEZ.—In answer to Dr. Arey’s question 
with regard to the placental sign, the majority of tubal abortions are older ac- 
cording to the menstrual age than they should be, judging from the few human 
cases we have where the age of the pregnancy has been accurately determined. I 
think that is usually due to the fact that there is this placental sign which is in- 
terpreted in many instances as menstruation. It does come at the expected time and 
it is evidently controlled by the same machinery that controls the extravasation of 


menstrual blood. Corner has shown that typical bleeding may occur at the expected 
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me without any evidence of ovarian activity. That indicates that the mechanism 
trolling the cycle or rhythmical phenomenon of extravasation is independent to 


ti 


con 
some extent of the ovary. 


PROFESSOR H. B. VAN DYKE.—I would like to ask what fundamental basis, 
if any, is responsible for the establishment of estrus in animals that do not 
ovulate, such as the rabbit and eat. 


DR. SIDNEY S. SCHOCHET.—I would like to ask Dr. Hartman whether there 
is any reaction from eating the placenta. So often you see a woman bleed about 
the eighth or ninth day after she is up and you wonder whether it is due to re- 
tained secundines. 


DR. HARTMAN (closing).—I am glad to get Dr. Arey’s and Professor Bartel- 
mez’s reactions on the age of the embryo. I want to study again Dr. A. W. Meyer’s 
work on abortions as published in the Transactions of the Carnegie Institute, in 
which he has many thousands of measurements. As to the importance of the 
ovulatory sign, that is to say intermenstrual bleeding, I believe that it might be an 
index to the activity of the ovary. In eases of sterility where the gynecologist 
wishes to discover whether the woman’s ovaries are functioning, that is to say 
whether the follicles are growing to a sufficient size to bring about premenstrual 
changes, curettage might determine whether there is a premenstrual condition. 

As to the motility of the spermatozoa not indicating its fertilizing ability, there 
is a great deal to study on the relation of motility to fertilizing ability. 

Concerning the eating of the placenta, there is no experimental work that cor- 
roborates the suspicion that it stimulates the mammary gland to secrete milk. All 
experimental studies have been negative. 

As to the specificity of the hormones, the more we study the less we think of their 
specificity. One investigator who has been working with follicular hormone in the 
blood and urine of pregnant women, has found the anterior lobe hypophyseal 
hormone in the urine of newborn babies and of pregnant women and has come to 
the conclusion that the anterior lobe hormone is made in the placenta; that is to 
say, a substance like that has some action upon the immature mouse, stimulating 
the ovary of the immature mouse to become mature. We have always supposed that 
the hypophyseal hormone came from the hypophysis, but there is certainly some- 
thing in the placenta that does the same thing. 
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Editorial Comments 


What Is the Matter With American Obstetrics? 
NDER the date of February 20, 1930, the Chicago Tribune an- 
nounces in leaded type, ‘‘ Yankees Behind Europe in Aid Given 
Mothers.’’ It then goes on to say that our own progressive America 
is half a century behind Germany in the science and art of obstetries. 

This latter statement was made by Dr. J. Whitridge Williams before 
the annual Congress on Medical Edueation and Hospitals of the Ameri- 
can Medical Association. Dr. Williams said that ‘‘forty years ago 
when I was studying in Germany, there was a Woman’s Clinie in con- 
nection with every University, presided over by a great clinical teacher. 
Compared with the graduates of these clinies, our practitioners are no 
better than first-class midwives, due to the inadequate teaching and 
training of our men. We are just beginning to establish women’s 
clinies here. There is one in affiliation with the University of Chicago, 
although gynecology is not taught in conjunction with obstetrics there, 
as is the case in Germany. It would be better if the two were com- 
bined in one building under one head.’’ 

Such a statement as this deserves more than casual notice. Why 
are we who are spending hundreds of millions of dollars in the erection 
of educational plants and hospitals, giving such inferior teaching and 
training in obstetrics to our undergraduate and postgraduate students. 
The underlying reason is that obstetrics has never been given a position 
in our medical curricula comparable to that given to medicine or 
surgery; while these have been majored and allotted ample hours and 
bed space, obstetrics has never been accorded the time or adequate 
clinieal facilities for its proper teaching. 

Unlike the medical case whieh can be examined and reexamined by 
a group of medical students, the pregnant woman or the woman in 
labor must be treated with consideration and deceney and is available 
for the instruction of but one or two students. Furthermore, the in- 
eidence of abnormality is so small, not more than 10 per cent at most, 
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that there must be a large clinie from which to draw material to train 
the student in the diagnosis and management of abnormalities and ac- 
eidents. However, in planning the average university hospital of two 
hundred and fifty beds the allocation is usually on a basis of 125 beds to 
surgery; 75 beds to medicine and the remaining 50 to obstetrics, gyne- 
ecology, pediatrics, and the other specialties. With such an assignment 
what ‘chance has a student to have even a midwife training? 

Again, the selection of teachers has not been along the same lines as 
for teaching medicine, surgery, or pediatrics. In many schools a med- 
ical man without surgical training has been assigned to teach obstetries, 
in others, young men just out of their residency have been placed at the 
head of the department, yet no branch of medicine demands such train- 
ing, such experience and such skill. The obstetric teacher not only 
should be a good internist and pathologist with an understanding of 
bacteriology, serology and biochemistry, a mechanic with resourceful- 
ness, a trained abdominal surgeon with a special understanding of pelvic 
anatomy, but should have a thorough knowledge of the art of infra- 
vaginal delivery. 

We have been fortunate to have such leaders as Williams, DeLee, 
B. C. Hirst, Jeff Miller, Newell, Litzenberg, Lynch, the late Charles 
Jewett, E. B. Cragin, and others’ who at great personal sacrifice have 
developed clinies and trained men who have inherited the spirit of 
obstetric teaching. All of these received their inspiration from foreign 


study and that great maker of physicians, experience in general practice. 
A highly developed clinical sense has rightly been regarded as an essen- 
tial attribute of the great physician. No one can teach what he does not 
know or what he has not experienced; the man who has spent his years 
only in the laboratory and hospital wards lacks the knowledge and 
ability to instruct his students in the art of medicine, which is an asset 
the general practitioner must have. 


John Osborn Polak 


Erratum 


In an article entitled A Rapid Nonsurgical Procedure for Aiding Childbirth, 
by Nicholas Temesvary, Budapest, Hungary, which appeared in the February issue 
of the journal, the first sentence of the last paragraph on page 269 should read 
‘*My own experiences with this preparation have since grown to more than a thou- 
sand cases,’ 


Collective Review 


The Obstetric Literature of 1929 
By J. P. GREENHILL, B.S., M.D., F.A.C.S., Cuitcaco, Int. 


HERE have been no startling advanees in obstetries during 1929 

but a great deal of progressive work has been reported. Among 
the important contributions have been those dealing with the recovery 
of unfertilized human ova, the hormonal tests of pregnancy, especially 
the Aschheim-Zondek test, pulmonary tuberculosis complicating preg- 
nancy, the effect of preconceptional and postconceptional irradiation 
on the newborn, anemia in pregnancy, the increased use of local anes- 
thesia in obstetrics, and new therapeutic methods for treating puer- 
peral sepsis. 

PREGNANCY 


Physiology.—Experiments on albino rats by V. Miyagawa and K. 
Saito’ revealed that injections of corpus luteum of pregnancy pro- 
duced characteristic changes in the uterus, vagina, mammary glands, 
and glands of internal secretion. F. Kubo? experimenting with rabbits 
came to the conclusion that the corpus luteum is not indispensable to 
the continuation of pregnancy. 

It was the good fortune of J. P. Pratt, E. Allen, Q. U. Newell and 
L. J. Bland® to obtain five human ova from the fallopian tubes during 
laparotomies. The ova were carefully studied, and the data obtained 
confirm the observation based upon the corpus luteum, that ovulation 
occurs most frequently at the middle of the intermenstruum. 

In two articles S. Aschheim‘ deseribes his method of diagnosing 
pregnaney by the demonstration of pituitary hormone in the urine. 
This hormone is found in every human being, but during pregnancy it 
is present in very large amounts in the circulating blood and it may be 
recovered from the urine during the first few days after a missed 
period. In a series of 296 pregnancies there was 97.7 per cent positive 
reactions. L. Kraul and J. Rippel® used the Aschheim-Zondek test in 
30 cases and consider it an absolutely reliable test of pregnancy. C. F. 
Fluhmann® detected the presence of anterior pituitary substance in 35 
out of 48 normal pregnancies. Six of the 52 controls gave a positive 
reaction but in all of these women, just as in the series of pregnant 
women, ovulation was suspended. E. Vogt’ describes in detail the 
technic of the Aschheim-Zondek test and discusses the results. H. 
Réssler® obtained positive A-Z tests in seven cases of hydatid mole, 
three cases of mole combined with mild chorionepithelioma and three 
eases of advanced chorionepithelioma, and C. Otto® obtained the Asch- 
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heim-Zondek reaction in two cases of chorionepithelioma. They agree 
with Aschheim that for many months after a hydatid mole is expelled 
or removed, the Aschheim-Zondek test should be repeated every month 
in order to detect a beginning chorionepithelioma. (There is no 
doubt that the experimental work of Aschheim and Zondek which 
culminated in the discovery of their test for pregnancy, represents one 
of the most illuminating contributions to obstetries. A sufficient num- 
ber of independent observers have corroborated the results of these 
two German investigators and their test has been found to be 98.25 
per cent correct in 1600 eases.) 

C. Mazer and J. Hoffman'® found varying quantities of female sex 
hormone in the urine of pregnant women as early as one week after 
the first missed period. They recovered this hormone from the urine 
in 61 out of 67 pregnant women. In this test, adult spayed mice are 
used and the female sex hormone reproduces estrus. In the Aschheim- 
Zondek test noneastrated infantile mice are utilized for the purpose 
of noting the effect of the anterior pituitary hormone on the ovaries 
and through them on the uterus and vagina. E. Philipp” found in the 
urine of newborn babies, a substance which is identical with the an- 
terior pituitary hormone of Aschheim and Zondek. 

It was reported that O. Pollatschek and R. Porges’® devised a skin 
test for pregnancy which was said to be absolutely reliable. In the 
test the anterior hormone of the hypophysis was used. (In spite of the 
glowing report, inquiry from a number of individuals including the 
originators, elicited the information that this test is not reliable.) A. 
Mathieu’* diseusses the following pregnancy tests: glycosuria, acetone, 
urobilinogen, skin test, the ninhydrin, flocculation and Aschheim- 
Zondek. 

M. Douglass'* maintains there is a sign which ean be recognized in 
the first month of pregnancy. If a finger is pressed firmly into the 
uterine musculature in the region where the Hegar sign will later ap- 
pear, it will make a depression. If the finger is moved to the side and 
returned to the original point of pressure, the depression will be found 
to persist. (This sign is somewhat similar to Ladin’s sign of preg- 
nancy.) 

Experiments performed by G. L. Kelly, C. B. Fulghum, T. W. Good- 
win and W. A. Todd,” showed that artificial insemination by way of 
the ovarian bursa in guinea pigs can be accomplished in about two- 
thirds of the trials. It is possible by this method to produce normal 
offspring born at the same time from one mother, but with different 
fathers. 

It is the belief of H. Knaus” that sexually mature women who have 
a regular four week cycle cannot conceive during the first ten days 
of the cycle and from the eighteenth day onward. The fruitful period 
during which conception can occur begins on the eleventh day and 
ends with the seventeenth day of the cycle. The optimum time for 
conception is from the fourteenth to the sixteenth day. (Theoretically 
these statements should be accurate but practically it has been found 
that many women ean conceive almost any time in the menstrual cycle, 
including the actual period of bleeding. ) 

In an interesting paper, J. Hofbauer’? emphasizes the development 
in the outer layer of the human pregnant uterus, of a specialized struc- 
ture whose typical microscopic features are in marked contrast with 
the rest of the uterine muscle and closely resemble the Purkinje system 
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of the heart. Hofbauer designates this system of muscle as the pace- 
maker of the parturient uterus, analogous to the His bundle in the 
heart. H. Stieve’® gives an elaborate description of the musculature 
and connective tissue in the wall of the human uterus in the nonpreg- 
nant and pregnant states, during labor and in the puerperium. . 

According to P. F. Williams” definite hypotension oceurs in 5 per 
cent of pregnant women. Treatment uniformly fails to raise the blood 
pressure appreciably and the pregnancies are characterized by a high 
incidence of miscarriages and premature labor. The patients complain 
of effort—exhaustion, dyspnea, headaches and nervous depression. 
(This paper accurately describes a not uncommon condition. How- 
ever, it must be remembered that normally the blood pressure of 
women during pregnancy is about 10 mm. less than in the nonpregnant 
state.) E. L. Cornell*® analyzes the blood pressure readings of 1,000 
pregnant women. 

J. Halban and M. Z. Spitzer*! record the interesting observation that 
during pregnancy the finger nails grow about 14 to 14 faster than in 
the nonpregnant state. The rapid increase begins soon after conception 
and ceases suddenly after delivery. (This is in accord with the increase 
in body height in young gravida and the increase in the size of the 
pelvis.) J. W. Williams** describes a new case of Naegele pelvis which 
he believes was congenital in origin. 

An interesting study of the topography of the bladder during preg- 
naney, labor, and the puerperium was made by E. V. Schubert?’ who 
filled the bladder with iodipin and then took x-ray pictures. An enor- 
mous change in the shape and position of the bladder is seen when the 
patient changes from the standing position to the dorsal one and from 
the dorsal to the ventral position. 

From an extensive study, 8. J. Fogelson** concludes that positive 
Graham-Cole gall bladder tests in pregnaney (failure to visualize) 
should be skeptically accepted as proof of gall bladder disease. Stasis 
in the gall bladder during pregnancy was not seen in the gall bladders 
visualized in his experiments. R. C. Cross?’ maintains that of all the 
liver funetion tests the bromsulphthalein test is probably the most 
helpful. It is invariably negative in normal eases, and if retention is 
shown complications should be sought. 

J. Hofbauer*® discusses the decidua! formation on the peritoneal 
surface of the gravid uterus. Amone the decidual cells he found un- 
striated muscle cells and he believes that he was dealing with two 
different structures, decidua and plain muscle. These develop from a 
single undifferentiated type which has retained its original mesenehy- 
mal potencies. J. Kouwer® reports a fatal case of intraabdominal 
hemorrhage at the end of pregnaney which was caused by decidual 
gvrowths on the posterior wall of the uterus. 

The relationship of basal metabolism to gestation is discussed by J. 
C. Litzenberg and J. B. Carey.** They found that nearly one-half of 
all women with a decreased metabolism were sterile and more than 
one-half of the sterile women had a subnormal basal metabolic rate. 
Restoring the basal metabolic rate to normal by thyroid medication 
and hygienic measures in many cases improves menstruation, permits 
conception and prevents interruption of pregnancy. Therefore in all 
eases where no other cause is found for abnormal menses, sterility, and 
abortions, the basal metabolic rate should be determined. (This is 
excellent advice. ) 
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In eases where an advanced abdominal pregnancy is suspected A. M. 
Mendenhall*’ advocates that a roentgenogram be taken after injection 
of iodized oil into the uterine eavity. S. Sorrin®® discusses the eare of 
the teeth and supporting structures during pregnancy, and as helpful 
measures he recommends calcium lactate, orange juice, raw vegetables, 
milk, and the use of an alkaline mouth wash. (These are helpful 
recommendations. ) 

Abortion.—A review of the pathology of 104 consecutive miscar- 
riages by J. L. Huntington*? shows that defective germ plasm is the 
ehief cause of abortion. The author says that the obstetrician who, 
after an abortion throws away or fails to have examined by an expert 
the products of conception is guilty of negligenee. (It is most unfor- 
tunate that the vast majority of physicians lack the scientific interest 
to send all abortions and ectopie pregnancies to some university labo- 
ratory where this material can be studied.) 

According to I. B. Levit,** legalization of abortion in Russia has had 
no influence on the number of abortions, for there has been neither an 
increase nor a decrease. However, legalization has brought about a 
decrease in the number of spontaneous abortions at the expense of 
artificial legal abortion. The same author*®* states that among 2,930 
artificial abortions, perforation occurred only three times. In about 
20 per cent of the patients, curettement was followed by chronie af- 
fections of the genitalia. X. Bronnikowa** coneludes that artificial 
abortions while they seem to have no effect on healthy women have 
an unfavorable effect in subsequent labors. In a series of 60 autopsies 
where death followed criminal abortion, G. Strassmann*®® found five 
definite cases of air embolism. 

The relationship of Brucella abortus and Brucella melitensis to preg- 
naney is diseussed by E. L. Cornell and C. R. De Young.*® Tests per- 
formed on the blood serum of 22 patients who had aborted gave nega- 
tive results and in the one case where a positive test was noted in the 
aborted blood, it was negative in the venous blood. H. Vignes** em- 
phasizes that Bang’s bacillus is not responsible for many abortions 
in women. 

In a discourse on artificial interruption of pregnaney H. Vignes** 
reviews the medical, eugenie and social indications. French physicians 
interrupt gestation for therapeutic purposes less than physicians of 
any other civilized country. K. Jensen-Carlen*® treated 39 patients, 
who had habitual abortion without obvious cause, by rest in bed at 
the time of the expected menses and antisyphilitie treatment, 
even though there were no signs or symptoms of syphilis. There 
resulted 27 living children out of 39 pregnancies (69.2 per cent). (In 
some cases of habitual abortion the reviewer has found that the oral 
administration of mereury, iodine, arsenic, and iron helps patients to 
go to term.) 

Complications —E. D. Plass and W. A. Yoakam*® found that during 
uncomplicated pregnancy the basal metabolism shows an increase of 
approximately 15 per cent and there is a fall to normal within the first 
few days after delivery. Iodine given prophylactically during preg- 
naney is apparently unable uniformly to prevent gestational hyper- 
trophy of the normal thyroid gland but seems to be effective in pre- 
venting such a change in glands which are pathologically altered when 
pregnancy begins. F. H. Falls"? believes that the vomiting and toxic 
symptoms of an exophthalmie goiter during pregnancy are apt to be 
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wrongly diagnosed as hyperemesis gravidarum. He advocates bed 
rest and Lugol’s solution as long as improvement occurs, withholding 
surgical intervention until it is evident that medical management has 
failed, or until the thirty-fifth week when premature delivery follow- 
ing thyroid operation will be harmless to the baby. In another article 
he** states his reasons for opposing surgical treatment for hyperthy- 
roidism during pregnancy. (Most obstetricians as opposed to some 
prominent surgeons agree with Falls that nearly all patients with 
hyperthyroidism can be carried through pregnaney under such con- 
servative therapy as bed rest, Lugol’s solution and sedatives. Most 
patients ean safely go through labor but it is best to shorten the second 
stage where possible by a low forceps operation.) In a series of cases 
of simple goiter and Graves’ disease complicating pregnancy, H. 
Gardiner-Hill** reports that miscarriage or premature labor occurred 
in 50 per cent. He attributes these bad results to shocks, mental stress 
and inadequate rest and treatment because where satisfactory condi- 
tions were attained and mental stress was absent the results were good. 

During the past year many studies were made of anemia during 
pregnancy. C. E. Galloway** in two important articles shows that 
anemia develops in the majority of women during gestation and that 
it grows worse as the pregnancy advances. Fortunately there is a 
response to therapy in most eases. E. C. Lyon, Jr.,*° found a hemo- 
globin of 70 per cent or less in 38 per cent of 200 obstetric patients 
whereas E. Jerlov’s*® incidence was 25.9 per cent for 1143 patients. It 
has previously been shown by P. B. Bland and L. Goldstein*’ that 
about 50 per cent of 200 maternity ward patients were anemic and 
that in most of the cases there was complete recovery soon after de- 
livery. In the 50 cases reported in the present paper there was a de- 
cided improvement in 92 per cent of the cases a few months after 
labor. (The afore-mentioned authors deserve a great deal of credit for 
their efforts. There is no doubt that anemia is much more frequent in 
pregnancy than most physicians realize. Routine blood counts will 
soon be part of prenatal care. When anemia is found, treatment 
should be instituted by means of diet, iron, arsenic, ultra-violet light, 
and in some instances repeated intramuscular injections of whole blood 
or small blood transfusions. It is debatable whether it is proper to 
speak of anemia in pregnancy as ‘‘physiologic’’ when ordinarily it is 
an abnormal condition. The anemia may be due to a toxie substance 
which develops during pregnancy.) 

Of the 244 maternal deaths which oceurred among 11,348 labor cases 
in India, M. Balfour*® informs us that 35.6 per cent were due to anemia 
of pregnancy. This anemia, however, resembles pernicious anemia but 
is distinguished by its sudden onset, rapid course and absence of re- 
mission. E. Husfeldt*® and E. A. Bjérkenheim®® each report a ease of 
pernicious-like anemia in pregnancy. 

In a symposium on the subject of pulmonary tuberculosis and preg- 
naney, A. Scherer®! pointed out the benefits of sanatorium treatment, 
and F. Klemperer maintained that interruption of pregnancy is some- 
times necessary because pulmonary tuberculosis is occasionally danger- 
ous for the gravid woman. Among 44 women in whom phthisis was 
evident during pregnancy or the puerperium, F. Schultze-Rhonhof*®* 
found upon subsequent examination that 21 were improved, in 10 the 
condition was unchanged, in 6 the tuberculous involvement was worse, 
and 7 women had died. In the eases where medical treatment fails to 
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bring about improvement R. Hornung advocates vaginal extirpation 
of the uterus under local anesthesia. M. Beckman and A. Kirsch*® be- 
lieve that pregnancy should be interrupted only when there is danger 
and when the danger cannot be overcome in any other way. W. 
Hannes® favors termination of pregnancy in most cases where pul- 
monary tuberculosis complicates pregnancy. He believes with Auvard 
that as far as tuberculous patients are concerned, a young girl should 
not marry, a married woman should not become pregnant, and a 
woman who has given birth should not nurse her baby. W. Roloff*’ 
maintains that pregnancy is no contraindication to pneumothorax. 
Among 600 pregnant women with tuberculosis A. Couvelaire and M. 
Lacomme®® found 4 eases of tuberculous meningitis. (Most obstetri- 
cians take a conservative stand in dealing with pulmonary tuberculosis 
as a complication of pregnancy. The first thing an obstetrician should 
do is refer the patient to a specialist and let him eare for the patient, 
disregarding the pregnancy as much as possible. Should interruption 
of pregnancy be deemed advisable it should be done within the first 
three months. Otherwise it is far safer to permit the patient to go to 
term. Under no conditions should a general anesthetie be given. Local 
anesthesia can be used successfully for all the necessary operative 
interventions both in early pregnaney and in labor.) 

The management of cardiae complications during gestation is again 
discussed by H. E. B. Pardee®® who emphasizes that the prognosis de- 
pends upon the functional cardiac diagnosis. This centers upon the 
patient’s ability to perform physical exertion rather than upon the 
pathologic state of the valves or myocardium. The author says that as 
a method of interrupting pregnancy, the cesarean operation has 
seemed to produce very little additional heart strain, especially if it 
can be done under local anesthesia. P. B. Bland® is likewise of the 
opinion that for the pregnant woman who has a bad heart, cesarean 
section under local or spinal anesthesia is the procedure of choice. (At 
least 80 per cent of all cesarean sections can be successfully performed 
under local anesthesia. Pardee’s paper contains exeellent advice 
which should be carefully digested because heart disease is one of the 
most treacherous complications of pregnancy. The obstetrician should 
likewise refer these patients to a heart specialist.) 

Diabetes as a complication of pregnancy is discussed by E. Holz- 
bach,*! who reports an additional ease where the fetal pancreas pro- 
duced hormones which participated in the carbohydrate metabolism 
of the mother and prevented impending coma. R. D. Lawrence like- 
wise reports a case where he attributes the improvement of diabetes 
in a pregnant woman to fetal insulin. M. G. Dill and A. V. Dill® sue- 
cessfully treated with insulin a pregnant woman who had diabetes. 
They maintain that the dangers associated with pregnancy and labor 
in diabetic women no longer exists. (This is an erroneous belief, be- 
cause in spite of the great value of insulin, diabetes can still be a 
serious complication. As Hansen™ pointed out last year, notwithstand- 
ing the administration of insulin there was an appalling death rate of 
17 per cent among 23 pregnant diabetic women.) 

An interesting article on neurologic symptoms in the pregnant 
woman is presented by C. W. Burr.® Among the illnesses considered 
are St. Vitus dance, epilepsy, hysteria, and Graves’ disease. W. 
Haupt® maintains that in half of all the epileptic women who become 
pregnant, the mental condition becomes worse and in one-fourth there 
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is improvement, but the condition returns after the puerperium. 
Ten of the reported 19 patients died. H. Vignes likewise be. 
lieves that sometimes the number of epileptic attacks increases during 
pregnancy, sometimes it remains unchanged and at other times it 
diminishes in frequency. The same author®* writes on the subject of 
chorea in pregnancy. In agreement with Burr, Vignes maintains that 
chorea during childhood does not necessarily imply a recurrence when 
the woman becomes pregnant. Vignes reports only one death among 
53 pregnant women with chorea seen at the Baudeloque clinic, but the 
fetal mortality was 70 per cent. 

According to A. Brindeau,®* myomectomy during pregnaney yields 
good results for mother and child because the mortality is about 4 per 
cent and in 90 per cent the pregnaney continues to term. S. Lieb- 
mann‘ reports six cases in which myomas were enucleated during 
pregnancy. Four patients went to term. The author points out that 
if the immediate recovery after operation is uneventful, no compliea- 
tions need be feared during labor or the puerperium. R. H. Harris” 
diseusses the relationship of uterine fibroids to pregnancy. 

The diagnosis, prognosis, and treatment of cancer of the cervix 
complicating pregnancy are discussed by J. A. MeGlinn™ who reports 
two eases and K. Ihdima** reports 37 such eases. 

An interesting paper on hookworm disease and pregnaney is pre- 
sented by E. L. King** who observed this complication in 6.7 per cent 
of the obstetric patients admitted to the New Orleans Charity Hos- 
pital. This disease affects pregnant women unfavorably and the 
author treats these patients intensively. 

KF’. Holtz,*® basing his opinion on 1,306 eases of salpingitis says the 
common belief in the rarity of conception after salpingo-oophoritis is 
wrong. Among 807 who were not operated upon, 137 or 17 per cent 
conceived. If only those who could possibly conceive are considered 
the incidence of conception for the patients with sepsis was 31.2 per 
cent, for those with gonorrhea it was 22.8 per cent, and for those in 
whom no cause for the salpingitis could be found the incidence was 
25.4 per cent. 

The Toxemias.—V. H. Harding and H. B. Van Wyck*® found an in- 
creased percentage of serum protein indicating dehydration in most 
of their cases of vomiting of pregnancy. The same authors” observed 
urobilinuria in about 80 per cent of all their hospital cases of nausea 
and vomiting of pregnancy. 

It is the belief of R. J. Crossen’® that vomiting of pregnancy is due 
to deranged maternal metabolism, especially carbohydrate deficiency 
and should be treated by supplying food, fluid and salts. <A series of 
48 cases since 1921, with only one that did not yield to conservative 
treatment, shows that the therapy has been greatly changed since the 
introduction of intravenous glueose. E. L. Cornell’® discusses the gen- 
eral treatment of hyperemesis gravidarum and C. H. Peckham*® re- 
ports 60 cases observed at the Johns Hopkins Hospital. Peckham em- 
phasizes that in most patients, isolation in a hospital and suggestive 
treatment will effect a cure, but exceptionally all therapy fails and the 
induction of labor is indicated. A considerable percentage of patients 
abort spontaneously. TT. Nonaka*’ claims to have cured 30 cases of 
pernicious vomiting by one injection of an artificially prepared anti- 
body of human placental extract. (The reviewer wishes he could be 
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such a miracle man. He must, however, content himself with the eus- 
tomary treatment of this condition, namely, isolation, rest in bed, 
forced fluids, glucose intravenously and subcutaneously, sedatives, in- 
sulin rarely, duodenal feeding and by no means least of all, suggestion 
and psychotherapy. However, in spite of all these, pregnancy must 
oecasionally be interrupted and we must be on the alert not to let the 
opportune time for this slip by.) 

P. Titus*? discusses the disturbances in carbohydrate metabolism in 
the toxemias of pregnancy, and he explains nearly all the pathologie 
and clinical facts observed in eclampsia on the basis of glycogen de- 
ficiency. P. Titus and E. W. Willetts previously showed that eclamptic 
convulsions were almost invariably preceded by a sharp fall in blood 
sugar. This offered conclusive explanation for the beneficial effects of 
intravenous glucose injections in eclampsia. These authors** now find 
that it is not until the blood corpuscles are deprived of their sugar 
that a convulsion oceurs and that the fluctuations as well as the econ- 
vulsions can be stopped abruptly by morphine and intravenous 
administration of hypertonie dextrose solution which should be consid- 
ered a specific measure. H. J. Stander and E. P. H. Harrison** under- 
took a detailed study of the blood sugar in eclampsia but they found 
hyperglycemia contrary to Titus and Willetts. Furthermore, Stander 
and Harrison are not convinced that glucose per se is a specific. They 
advocate conservative treatment and suggest the use of insulin with 
glucose for selected cases. 

J. C. Hirst®® summarizes our knowledge of the kidney of pregnancy 
and also reports eystoscopie and pyelographie studies made on 97 ob- 
stetric patients. He believes that vasodilatation and circulatory stasis 
of the distal ureter may directly or indirectly be concerned with late 
gestational toxemia. 

An analysis of 801 eases of toxemia of pregnaney constitutes an- 
other paper by H. J. Stander*® who divides the cases into five groups 
and outlines his treatment for each. F..H. Falls*’ treated 265 women 
with preeclamptie and nephritie toxemia without a single death. He 
believes that intensive prenatal care will practically wipe the disease 
out of existence. R. A. Johnston, H. W. Johnson and H. O. Nicholas*® 
feel that infection plays a major role in the causation of toxemia and 
they advocate removal of all foci of infection. (There are many rea- 
sons for the belief that infection has something to do with eclampsia.) 

E. Barezi*® maintains that pregnancy toxicoses are due to congenital 
hypofunetion of the ductless glands, especially the thyroid and he says 
that the administration of thyroid is a preventive against eclampsia 
and always causes the complete disappearance of pregnancy edema. 
(‘‘Always’’ is a strong word.) R. E. Lopez®® reports good results in 
five eases of eclampsia from the use of parathyroid extract-collip. 

The use of liver extract (heparmone) in the toxemias of pregnancy 
is praised by H. A. Miller and D. B. Martinez®’ who report a series of 
43 eclamptie patients with a mortality of 6.9 per cent. A. M. Menden- 
hall and D. L. Smith®? treated 25 toxemie patients with heparmone and 
found only one in whom there was any strong evidence of real benefit 
from this therapy. In view of the alarming symptoms produced by 
the heparmone, the authors discontinued its use. (Our experience 
with heparmone in eight eases has likewise been unsatisfactory.) 
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mann* produced portal thrombosis and peripheral necrosis with hem. 
orrhage. By means of biologie experiments on plants, P. Hiissey® wag 
able to demonstrate the toxicity of the blood taken from eclamptie 
patients. 


By injecting fibrinogen into the portal vein of dogs, W. J. Dieek 


G. Baumgart*®’ prevents eclampsia by putting patients to bed and 
giving them a three-day hunger and thirst cure. In the treatment of 
eclampsia O. H. Schwarz and W. J. Dieckmann”® include the use of 
intramuscular injections of magnesium sulphate, colonic irrigations. 
gastric lavage, leaving 60 ¢.e. of a saturated solution of magnesium 
sulphate in the stomach, intravenous injections of glucose and karo 
syrup water after the stomach will empty itself. For the severe eases. 
the authors advocate emptying the uterus. 

F. G. Du Bose” reports that in a consecutive series of 100 cesarean 
sections, over two-thirds of which were performed for toxemias of 
pregnancy and one-half for eclampsia, there were only two maternal 
deaths. In five eclamptie patients, a considerable amount of blood 
was withdrawn by F. C. Irving and J. V. Taylor,®* the plasma was re- 
moved by centrifugalization, the corpuscles were washed and reinfused 
and all the patients recovered. <A. Laffont and J. Larribére® praise 
the use of somniféne in eclampsia while F. Engelmann'®® favors the 
‘*middle line’’ therapy. 

According to G. F. Gibberd,*"* about 10 per cent of women who have 
toxemia of pregnancy later develop frank nephritis and bear the 
stigmas of this disease whether or not they become pregnant; about 
40 per cent recover their kidney function completely and subsequently 
have normal pregnancies without albuminuria and about 50 per cent 
recover their kidney function only so far as to be free from signs of 
renal disease in the intervals between pregnancies. If they subse- 
quently become pregnant, they suffer with recurrent albuminuria. A. 
Sechmechel'? followed up 158 patients who had eclampsia. Of the 83 
who became pregnant subsequently, 42 per cent had no symptoms of 
eclampsia, 40 per cent had preeclampsia and 18 per cent had recur- 
rent eclampsia. C. H. Peekham'* found that a surprisingly large per- 
centage of eclamptie women have definite though relatively mild chronic 
nephritis a year or more after an attack. (In a follow-up of 60 pa- 
tients who recovered from eclampsia the reviewer’ found that 26.7 
per cent of those who subsequently became pregnant developed signs 
and symptoms of toxemia. All recovered.) 

Cases of ileus during pregnaney and pyelitis are reported by F. C. 
Hilgenberg,’’’ P. Klein'’® and F. Sennewald'” (4 eases). Hilgenberg 
believes that the intestinal paralysis was due to damage of the in- 
testinal wall the result of retroperitoneal inflammation. W. Stoeckel,’* 
however, maintains that the pyelitis was secondary to the ileus. He 
believes that from atonic intestines large numbers of colon bacilli can 
pass into the blood stream and that many bacilli may lodge in the 
kidneys and renal pelves due to stagnation in the atonic hydroureters. 
P. Klein’’® points out that if the renal parenchyma is involved in a 
case of pyelitis gravidarum, conservative treatment is ineffective. He 
believes that surgical intervention on the kidney is less dangerous than 
interruption of pregnancy because there is great danger of uterine in- 
fection and sepsis from pus in the urine. (This danger is not creat.) 


(To be continued in May tissue.) 
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Selected Abstracts 


Cesarean Section 


Moreira, Manoel-Antonio: Concerning Fifteen Cases of Elective Cesarean Sec- 

tion, and Eight Hebosteotomies. Le Progrés méd. 31, 1171, 1926. 

The author reports 15 cesarean sections: 8 for pelvie disproportion, 3 for 
cicatricial contraction of the vagina, 3 for eclampsia and one for placenta previa. 
One patient of the first group, potentially infected, was lost but the baby saved. 
One of the eclamptie mothers died. The operation was performed as a conservative 
measure at estimated term or early in labor (membranes ruptured in only one case). 
The high incision was used in 12 and the low in 3 eases. The high incision is 
preferred. Exteriorization of the fundus was practiced in most 
peritoneal soiling. 


eases to avoid 


Eight hebosteotomies were done: 5 on primiparae with rachitie pelves presenting 
a true conjugate of between 9 and 7.5 cm.; three cases measuring about 9 em. 
presented additional dystocie factors. All of these patients had undergone rupture 
of the membranes, examinations, and even attempted forceps delivery from below. 


In order to save time, exposure of the bone by incision was not practiced but 
drainage was assured to avoid thrombus formation. Dilatation was completed 
manually and lateral incisions used where necessary. Delivery was completed by 
forceps or version. Pinard’s belt was used postpartum. Death oceurred in one 
ease in which extreme shock was present on admission. 


The choice between cesarean section and hebosteotomy should depend on the 
potential infection present. The author prefers hebosteotomy to all other methods 
advised for use in the presence of mild or potential infection. In the grossly 


subtotal hysterectomy should be practiced. 
Hebosteotomy should be avoided in eases with a true conjugate of less than 7.5 em. 


infected cases section with total or 


GoopricH C. SCHAUFFLER. 


Groéné, O.: Our Experience with Vaginal Cesarean Section at the Malmo Mater- 
nity Hospital. Acta Obst. et Gynee., Scandinavica 8: 83, 1928. 
The author reports a series of 116 vaginal cesarean sections performed since 


1907 in which the maternal mortality was 11.2 per cent. He points out that it is 
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easier to perform this operation late in pregnancy than early. In thirteen cases 
the peritoneum was torn during operation and all of these accidents occurred in 
the group of early gestations. Another complication of this operation is a 
hematoma between the bladder and the cervix. The author’s conclusions are as 
follows: Vaginal cesarean section is superior in rapidity and precision to all 
other methods of widening the cervix for delivery. In abortions after the third 
month it is preferable to all other methods. It must be remembered that the 
operation ean be technically difficult. 
J. P. GREENHILL. 


Garipuy: Systematic Compression of the Aorta During Cesarean Section. Bull. 
Soe. d’obst. et de Gynée. 16: 584, 1927. 


Garipuy advocates the systematic compression of the aorta with the hand during 
the performance of classic cesarean sections because it lessens the loss of blood. 
The maneuver is simple to carry out after the uterine contents have been removed. 
The author reports seven cases in which he followed this procedure but one patient 
developed a paraplegia forty-eight hours after the operation. The_ paraplegia 
however was transient and left no effect. The author says it could not have been 
due to the compression of the arota. 

J. P. GREENHILL. 


Phaneuf, Louis E.: Cesarean Section Followed by Temporary Exteriorization of 
the Uterus—The Portes Operation. Surg. Gynec. Obst. 44: 788-794, 1927. 


The largest field of usefulness for cesarean with temporary exteriorization of 
the uterus is represented under four conditions: (1) when frank infection is 
present, the child is living, and the condition of the pelvis is such that abdominal 
delivery is indicated; (2) in the presence of infection and of a dead child when 
delivery by the natural passage, if not impossible, is at least fraught with danger; 
(3) when any maneuver through the birth canal might result in the rupture of the 
uterus. The operation is indicated in such a ease even though the child is dead. 
This applies especially in the neglected labor ease with marked uterine retraction. 
In this type of case it is safer than craniotomy on a dead child, or even embryotomy, 
as either of these procedures performed within a retracted uterus may lead to 
rupture; (4) in the presence of a pelvic indication for abdominal delivery with 
fetal putrefaction and grave maternal infection. 

The operation is done in two stages. The first stage consists in making a long 
abdominal incision, delivering the pregnant uterus, closing the abdominal wall 
behind it to the cervix, making a high uterine incision, extracting the child, placenta, 
and membranes, closing the uterine incision, and allowing the uterus to remain on 
the abdomen. This part of the operation is rapid and results in but little shock. 

As far as the second stage is concerned, two methods may be used: First, if the 
patient does well, involution of the uterus is allowed to take place, and when the 
uterus is clean and the uterine incision well healed, the abdominal incision is re- 
opened and the uterus and adnexa are replaced in the pelvie cavity. Drainage is 
placed behind the uterus, and the abdominal wall is closed. If, on the other hand, 
the sepsis seems uncontrollable, a hysterectomy may be performed, extraabdominally, 
following the Porro technic, after the state of shock has passed. 

The mortality in 32 reviewed eases was 6.2 per cent. The uterus was left ex- 
truding from fifteen to eighty-six days. One woman subsequently was delivered of 
a living child by a elassie cesarean section. There is very little peritoneal reaction 
after the pelvic organs have been returned to the abdominal eavity. 

WM. C. HENSKE. 
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Font, Indications and Technic of the Portes Cesarean Section. 


Rev. med. de 
Bareelona 7: 4, 1927. 


Font believes that the Portes cesarean section should be used in those cases 
in which it is impossible or exceedingly difficult to terminate labor through the 
natural passages. Second, in those eases in which the uterine cavity is already 
infected. 

Font reports several eases in which this operation has been performed with most 
excellent results. 


J. M. Pierce. 


Miller, H. E.: The Low or Cervical Cesarean Section. New Orleans M. & §. J 
79: 753, 1927. 


The author has done 16 low cervieal sections in three years. Chanees of in- 
fection are fewer. It is the operation of election where there is danger of infection, 
In the author’s 16 eases only three were frankly elective and in one instance there 
was a definite infection present before operation; yet there were no deaths as com- 
pared with two deaths in the last 16 classical operations. Convaleseence is smoother 
as shown by clinical charts. The presence of the wound in the noncontractile area 
insures a stronger and more uniform sear and less danger of adhesions. The 
incidence of subsequent rupture is very low. The operation is not suitable for 
placenta previa. 


GooprRicH C, SCHAUFFLER. 


Constantinesco, M.: The Low Cesarean Section. Rev. france. de gvnéc. et d’obst. 


22: 317, 1927. 


The author reviews the literature and also 142 cesarean sections performed in 
the Strassbourg Clinie. Of these operations 16 were classic and 126 low, cervical. 
In the latter group the incision was extended into the corpus thirteen times. In 
this series the maternal mortality for the classie operations was 18.7 per cent and 
for the group of cervical operations 7.1 per cent. The fetal mortality for the two 
groups was 18.7 per cent and 6.3 per cent respectively. The maternal morbidity 


was practically identical in both groups (43.7 per cent and 42.8 per cent). 


J. P. GREENHILL. 


Jullien, F.: My Method of Performing the Low Cesarean Section by a Transverse 
Incision in the Lower Uterine Segment. Rev. france. de Gynéc. et d’obst 24: 
204, 1929. 


Jullien believes the transverse incision in the lower uterine segment has four 
advantages, namely, it is physiologic, it may be made at any level of the lower 
uterine segment, it does not require much stripping back of peritoneum and it 
does not encounter the placenta except in cases of placenta previa. The author 
performed 21 operations using the transverse incision and not one of the cases 
was ‘‘elean.’’ In half of them the bag of waters had ruptured before the opera- 
tion. There was one maternal death. Im a series of 40 cases of cesarean section 
in which the author made a vertical incision in the lower uterine segment, there 
were no maternal deaths. In the former group the morbidity was low. All the 
children were born alive but two died, one on the second and the other on the 
fifteenth day. Both probably had hereditary syphilis. 


J. P. GREENHILL. 


